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DIVERTICULITIS OF THE COLON 
COMPLICATED BY CARCINOMA 


ROBERT J. ROWE, M.D., and GEORGE H. KOLLMAR, M.D., Dallas, Texas 


INCE Graser in 1898 first connected the 
presence of diverticula with stenosing in- 
flammatory disease of the colon, the diffi- 
culty of differentiating diverticulitis from 

carcinoma has been recognized. This same ob- 
servation has been made repeatedly by various 
authors in the succeeding years. Recently, Pem- 
berton, who has had extensive experience in the 
management of diverticulitis, stated, “the clinical 
manifestations and gross appearance at operation 
of these two stenosing lesions are frequently in- 
distinguishable one from the other.” Yet, with 
very few exceptions, when the surgical treatment 
of diverticulitis has been discussed, the use of 
proximal enterostomies (with prolonged waiting 
periods prior to subsequent resection) has been 
stressed. The authors have not been in agreement 
with the concept of treatment which proposes to 
defunction the bowel involved by diverticulitis, 
and possibly carcinoma, for a period of several 
months. It is our opinion, corroborated by a 
recent study of this problem, that a more aggres- 
sive attitude should be taken particularly when 
the possibility of carcinoma exists. 

A review of the literature (through May, 1950) 
yielded only 62 definite cases of coexisting carci- 
noma and diverticulitis of the large bowel (3, 4, 8, 
9, 14, 15, 19, 21, 27, 29, 30, 31, 33, 30, 37) 44s 455 
47, 48, 50, 53). 

From the Department of Proctology, Southwestern Medical 


School of the University of Texas, and the Proctology Service of 
St. Paul’s Hospital, Dallas, Texas. 


Diverticula were probably first described in 
Ballie’s Anatomy in 1794 (49). Others (40) have 
credited Cruveilhier (13) with primary recognition 
of these outpounchings of the bowel in 1849. The 
majority of writers on this subject name Virchow 
(49) as the first to point out the frequent occur- 
rence of “isolated, circumscribed, adhesive, peri- 
tonitis of the colon.” He described diverticula but 
did not associate them with these inflammatory 
lesions. 

In the latter part of the nineteenth century, 
Klebs, Hanau, Heschl, Hanseman, and Edel (7) 
also described diverticula and were responsible 
for more attention to their pathological impor- 
tance. However, it remained for Graser in 1898 to 
associate diverticula with inflammatory stenosis 
of the sigmoid and rectum. He first described the 
simulation of this condition to carcinoma of the 
sigmoid flexure. 

In 1904, Beer published the first and a most ex- 
cellent treatise on this subject in American litera- 
ture. He credited Hochenegg with*reporting the 
first case of carcinoma arising from the mucous 
membrane of a diverticulum and described very 
accurately the pathology of diverticulitis. He also 
raised the question of predisposition of the in- 
flamed bowel to the formation of carcinoma. 

In 1907, Moynihan (34) (35) described the re- 
semblance of inflamed false diverticula to carci- 
noma. He performed resection in 2 patients that 
year, both of whom were thought to have carci- 
noma. His first case was reported slightly prior to 
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TABLE I.—SURVEY OF HOSPITALS’ AND PHYSICIANS’ PRIVATE RECORDS 
































P Years* Admissions Admissions Consectutive autopsies Cases with coexisting 
Hospital ca for** (7) d ' a et 5 
surveye Gecninne Diverticulitis tudies carcinoma and diverticulitis 
St. Paul 1939-45 74 Colon 61 1,300 (1927-48) disclosed 1 case 5. S. S. J. M.** 
35 Rectum (E.S.) M. M.*** 
Baylor 1934-48 230 Colon 121 M. L. T. 
240 Rectum 
Gaston 1939-48 147 Colon 14 H.W. K 
100 Rectum 
Medical Arts 1938-47 149 Colon 71 Cc. C.F 
109 Rectum 
Methodist 1939-47 26 Colon 449 (1926-46) no cases found. 
7 Rectum 
Parkland 1938-48 74 Colon 21 Approximately 3500. No cases T.S. 
68 Rectum ound. 
TOTALS 1,259 700 Colon 312 2 Colon 3 Colon 
559 Rectum 2 Rectum o Rectum 




















*Survey included maximum number of years for which both cross-index files and records were available. 
**These represent total number of admissions, and not necessarily new individuals. 
*©kCases so designated were hospitalized subsequent to the years for which cross-index files were available. 


the cases of Mayo, Wilson, and Giffin (32), who 
reported 5 cases in which resection of the colon 
was performed and in each instance the gross ap- 
pearance in situ was that of carcinoma. 

In 1911, Wilson published an article, the in- 
fluence of which was evident for almost 20 years. 
After careful pathological examination he con- 
cluded that chronic inflammation segregated the 
epithelium from which the carcinomas later de- 
veloped. 

Telling and Gruner, in 1916, could find only 11 
cases of carcinoma associated with diverticula 
(not diverticulitis), but agreed with Wilson that 
diverticulitis predisposed the colon to the develop- 
ment of carcinoma. 

In 1917, Mayo (31) still adhered to the theory 
that diverticulitis with chronic irritation was the 
cause of precancerous change. He stated that 
they had found 13 cases of coexisting carcinoma 
among 42 cases of diverticulitis. He advanced the 
observation that there was a possibility of carci- 
nomatous degeneration in 31 per cent of the pa- 
tients with diverticulitis. 

In 1924, Judd and Pollock, also of the Mayo 
Clinic, stated it is probable that a patient with 
diverticulitis is no more likely to develop malig- 
nancy of the colon than one without it. This state- 
ment was followed later by the more definite opin- 
ion of Rankin and Brown, “There is little evidence 
to support the view that carcinoma results from 
diverticulitis.” The same authors found only 4 
cases of carcinoma coexiting among 227 cases of 
diverticulitis, and among 679 cases of carcinoma 
only 4 patients had diverticulosis and there was 
none with diverticulitis. Since the latter presen- 
tation, overwhelming evidence in the form of 





statistical data has been brought to light to sup- 
port their contentions by Jones (21), Kocour, 
Mailer, Jones (20), Abell, Bacon (5), Pemberton, 
Lahey, Smithwick, LeRoyer and White, and 
Rosser (39). 

Undoubtedly many cases of coexisting disease 
have gone unreported, but regardless of this fact 
the simultaneous occurrence of carcinoma and 
diverticulitis must be considered a relatively rare 
occurrence. Quite obviously, when the two dis- 
eases occur concomitantly it is a coincidence and 
the pathogenic relationship is now primarily of 
historical interest. Substantiation of this supposi- 
tion was obtained by our own survey in which 7 
cases of coexisting disease were found. The de- 
tailed findings pertaining to this survey are noted 
in Table I. 

In addition to this, questionnaires were sent to 
approximately 50 surgeons and the attending phy- 
siclans who admit the bulk of the medical and 
surgical patients to St. Paul’s Hospital. The sur- 
vey yielded a total of 7 patients who were con- 
sidered to have had coexisting diverticulitis and 
carcinoma of the large bowel. In 3 of the patients 
the coexisting diseases were in the descending and 
sigmoid colon; one of these had 2 carcinomas, one 
in the descending colon and the other in the sig- 
moid with diverticulitis extending to the trans- 
verse colon. Two patients had high rectal carci- 
noma and sigmoid diverticulitis. The other 2 pa- 
tients had carcinoma of the transverse colon with 
diverticulitis in the descending and sigmoid colon. 
Statistically there were 3 cases of diverticulitis and 
carcinoma in the same segment of bowel among 
700 patients with carcinoma of the colon, or 0.43 
per cent. 

















Several observations made during the study de- 
serve comment. One patient! had a colovesical 
fistula for which a transverse colostomy was per- 
formed. Fortunately, resection was carried out 
without delay and pathological examination re- 
vealed, in addition to diverticulitis, the presence 
of a grade 1 adenocarcinoma which had not been 
suspected preoperatively. Delay of operation for 
a period of from 6 to 12 months would probably 
have proved fatal to this patient. As it is, he is 
alive and well 6 years later. 

The diagnosis of concomitant diverticulitis and 
carcinoma was made preoperatively by means of 
roentgenography in a patient who had a negative 
result following a barium enema 6 months pre- 
viously. Review of the latter films revealed defi- 
nite evidence of a lesion at that time. Competent 
roentgenologic interpretation would have pre- 
vented this delay. 

Another patient! was operated on first in anoth- 
er city for a large bowel obstruction and a cecosto- 
my was performed. Prior to the second operation, 
4 weeks later, a preoperative diagnosis of adeno- 
carcinoma was made. At operation the lesion ap- 
peared to be inflammatory and there was a small 
abscess indicative of diverticulitis. In spite of the 
latter findings, the surgeon elected to do a resec- 
tion because of the possibility of carcinoma. The 
patient made an uneventful recovery and the 
pathological examination revealed coexistent di- 
verticulitis and carcinoma. An aggressive attack 
was certainly the procedure of choice in this pa- 
tient. 

A more detailed report of 1 of our patients is 
presented since it demonstrates so clearly the 
problems which may arise in dealing with coexist- 
ent carcinoma and diverticulitis. 


Case Report. A 50-year-old negro female was admitted 
to the outpatient clinic at St. Paul’s Hospital on May 27, 
1948 with the chief complaints of pain in the left lower 
quadrant and weakness. She had had no bleeding from the 
bowel nor change in bowel habit. There was a history of 
one attack of pain in the left lower quadrant and fever 6 
months previous to admission. The significant physical 
findings were anemia and a sausage-shaped mass in the left 
lower quadrant. Her hemoglobin was 6.2 gm. Leucocytosis 
was absent. Sigmoidoscopy for 25 cm. was negative. 

The patient was admitted to the hospital on June 2, 
1948. The mass was thought to be in the bowel and the 
opinion was borne out by the roentgenologist who made a 
diagnosis of almost completely obstructing carcinoma of the 
sigmoid (See Figure I). The patient was prepared for op- 
eration in the usual manner and exploration was performed 
by one of us (R.J.R.) on June 22, 1948 with the preoperative 
diagnosis of perforating carcinoma of the sigmoid and pos- 
sibly diverticulitis. Celiotomy revealed the entire descend- 
ing and sigmoid colon to be involved by a diffuse inflamma- 


1The authors wish to express their thanks to Dr. Curtice Rosser 
and Dr. Jack G. Kerr for the privilege of including these cases. 
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Fig. 1. Preoperative barium enema demonstrating clear- 
ly a filling defect which at autopsy proved to be a carci- 
noma. The typical shelving edges are noted at A and de- 
struction of the mucosal pattern at B. Another obstructive 
lesion was present at C but was not recognized at this ex- 
amination. 


tory process as far distally as the rectosigmoid. This was 
interpreted as diverticulitis with retroperitoneal perforation 
since there was diffuse retroperitoneal induration extending 
downward over the pelvic brim. A transversostomy was 
performed and the distal bowel was cleansed. The patient 
was discharged on June 30, 1948 to return in 4 weeks for re- 
evaluation. She was admitted on July 28, 1948 to the hos- 
pital with a return of the anemia and more weight loss. 

By mistake, barium was placed in the distal colostomy 
loop, but it demonstrated clearly the presence of diverticuli- 
tis (see Figs. 2 and 3) as well as the two areas where almost 
complete obstruction existed (Figs. 1 and 2). Another ex- 
ploration was planned immediately, but a large intra- 
abdominal abscess developed which necessitated drainage, 
and exploration was not deemed advisable until December 
3, 1948. At that time there was abdominal carcinomatosis 
with retroperitoneal invasion and peritoneal implants. The 
patient died in less than 4 weeks. Autopsy revealed the 
presence of diverticulitis in the splenic flexure and descend- 
ing colon and two separate carcinomas, one in the descend- 
ing colon and another in the sigmoid colon. These are 
demonstrated rather clearly in the roentgenograms in Fig- 
ures I, 2, and 3. 


A more aggressive approach might have been 
made in the management of this patient although, 
to a certain extent, the complications which arose 
prevented such action. It demonstrates quite well 
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Fig. 2. (Same patient as in Fig. 1, after transverse colostomy). Injection 
of barium inadvertently into the distal loop revealed the presence of di- 
verticulitis at D and obstruction C. At subsequent laparotomy biopsy 
revealed the latter lesion C to be adenocarcinoma. 


the difficulty of differentiating these lesions and 
also the danger of using barium proximal to ob- 
structing lesions of the large bowel. In view of the 
findings at the first exploration, resection should 
have been attempted within 4 to 6 weeks unless 
the x-rays revealed a relatively normal bowel, 
which would have been highly improbable in this 
individual. In retrospect, regardless of the large 
wound necessitated by incision and drainage of the 
abscess, 4 months should not have been allowed to 
pass without re-exploration of this patient. 

The symptomatology of diverticulitis and of 
carcinoma of the bowel has been well defined for 
many years. Recent publications have added 
very few significant observations to aid in their 
differential diagnosis. A comparison of the symp- 
toms of the two diseases is recorded in Table II. 
It may be noted that recurrent attacks of pain in 
the left lower quadrant, fever, constipation, and 
urinary symptoms are more common in diverticu- 
litis, whereas rectal bleeding and weight loss are 
seen more frequently in carcinoma. It is apparent 
that the symptomatology is of little value in set- 
tling a disputed diagnosis, but a strong suspicion 
of cancer is justified if weight loss and bleeding 
are present. 

Perhaps a moment should be taken to discuss 
the significance of bleeding in the presence of 
diverticula. It has been the consensus in years 
past that bleeding was a common complication of 


diverticulosis or diverticulitis. In fact, only re- 
cently 12 cases of supposedly massive hemorrhage 
from the large bowel due to diverticula were re- 
ported by Turnbull. Rosser (38), Fansler, and 
others have stressed this point for years. More 
recently, however, one frequently hears the opin- 
ion expressed that bleeding rarely occurs as a re- 


TABLE 11.—SYMPTOMS 



























































Present series 
Complaint Diverticulitis!) Carcinoma 
No Per 
* | cent 
Change in bowel habit Frequent Frequent 2 25 
Constipation 70-90% 15-20% I 12 
Diarrhea 10-12% 15-20% I 12 
Alternating diarrhea and 10-19% ? ° ° 
constipation 
Bleeding 5-26% 33% 4 50 
Loss of weight Infrequent | Frequent 3 37 
Cramping pain 80-90% 30% 5 62 
Recurrent attacks of pain | Frequent Infrequent 3 37 
in lower left quadrant 
and tenderness 
Palpable mass (noted by 20% Infrequent(?)| 2 25 
patient) 
Urinary symptoms 14-16% Infrequent 2 25 
Fever Frequent Occasional I 12 
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Fig. 3. (Same patient as in Figs. 1 and 2 with barium in- 
jected into the distal colostomy loop E and also into the 
rectum. The two obstructing lesions C and B were proved 
later to be carcinomas. Barium X was spilled on the table. 


sult of diverticulitis or diverticulosis. Scarbor- 
ough, in the past 2 years, has reported 16 cases of 
polyps existing in the presence of diverticula. 
When bleeding occurs in the presence of diverticu- 
losis or diverticulitis, exhaustive search for other 
causes should be made. 

The physical findings and signs of differential 
significance also have been summarized in Table 
III. Evidence of inflammation, a palpable mass 
(frequently tender), and fistula formation are 
most commonly found with diverticulitis, while 
obstruction, anemia, and cachexia are more sug- 
gestive of carcinoma. There is a variance of opin- 
ion as to the value of sigmoidoscopic examination 
in differentiating carcinoma from diverticulitis, 
but most proctologists and gastroenterologists are 
of the opinion that it is helpful. Certainly, biopsy 
of a carcinoma within reach of the sigmoidoscope 
is diagnostic. The sigmoidoscopic findings of dif- 
ferential significance have been summarized in 
Table IV. 

Recently Wisseman eé¢ al. have pointed out the 
value of adapting the Papanicolaou technique to 
aid in the diagnosis of cancer of the descending 
colon and rectum. One of us (R.J.R.) used this 





Fig. 4. Roentgenogram of patient with carcinoma, indi- 
cated by the shelving edges A and probably by the 
mucosal destruction D. The patient also had diverti- 
culitis as shown at C. 


technique in a 27-year-old female with an ob- 
structing lesion of the sigmoid colon regarding 
whom there was a question as to the presence of 
an inflammatory lesion. It was definitely helpful 
when the pathologists reported the presence of 
numerous atypical cells resembling neoplastic 
cells in smears taken from the upper rectum. It is 
our opinion that this may be helpful occasionally 
in the differentiation of carcinoma from di- 
verticulitis. 

The value of roentgenography in the diagnosis 
of diverticulitis was first noted by Abbe and a little 
later by Schwartz in 1914. More comprehensive 
articles on this subject were published by Carmen 
and Case in 1915. Since that time the roentgeno- 
gram has attained the most important role in the 
diagnosis of diverticulitis and carcinoma of the 
colon. 

Schatzki has published an excellent summary of 
the differential diagnostic roentgenologic findings 
in coexisting carcinoma and diverticulitis. Table 
V contains a list of the most important differen- 
tiating points between the two diseases. The 
authors are of the opinion that careful roent- 
genologic examination and interpretation are of 
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_TABLE III, —SIGNS" 






































Findings Diverticulitis Carcinoma Present series 
No. Per cent 

Evidence of inflammation Frequent-79 per cent Infrequent 5 62 
(Fever, tenderness, leucocytosis) 

Palpable mass 20-55 per cent 6 75 
Abdominal (40% of cases present) 3 37 
Pelvirectal (60% of cases present) 3 37 

Fistula formation 42% 5% or less (?) 3 37 

Intestinal obstruction ? 2 | 25 

Anemia yard 12 gm. hemoglobin or 4.0 M. Infrequent Frequent 3 37 
red blood cells) 





The incidence of these symptoms and signs are the extreme figures quoted by Pemberton, Bacon, Rosser, Wolfer, Rankin, and Jones which may be 


found in the bibliography. 


primary importance in differentiating carcinoma 
from diverticulitis and detecting carcinoma com- 
plicating diverticulitis. Figures 1, 2, 3, 4, and 5 
demonstrate the characteristic findings. 

Incessant advances in the surgical management 
of obstructive lesions of the large bowel with the 
attendant lowering of the mortality and morbidity 
accompanying these procedures necessitate con- 
stant re-evaluation of our concepts regarding the 
surgical treatment of such diseases. This is true 
particularly of inflammatory stenosing disease 
since the advent of the sulfonamides, antibiotics, 
and bowel preparation which almost have elimi- 
nated the hazards of infections. These measures 
permit the use of more aggressive procedures 
which formerly had been abandoned because of 
the higher mortality incurred by their use. 

Only a few men have advocated an aggressive 
attack upon the obstructive lesions of diverticu- 
litis. Since 1907, when Mayo first recommended 
the use of a temporary colostomy followed later 
by resection, the treatment of diverticulitis has 
remained relatively unchanged. Sporadic at- 


TABLE IV.—SIGMOIDOSCOPY 


Carcinoma 
1. Presence of blood coming from 
above the anorectal area. 


Diverticulitis 








. Limited mobility of a segment of 
bowel that is normally freely mov-| 
able. | 


_ 





|2. Visible ulcerated mass available 


2. Angulation of the rectosigmoid 
or biopsy. 


with abnormal] tenderness. 





| 3. Absence of positive findings of 


3. Reduced lumen and adherent 
diverticulitis. 


spiral mucosa! folds. 


tempts to perform primary resections and anas- 
tomoses have been made, but Babcock has per- 
sistently recommended the use of this technique. 
Until recently there has been a number of advo- 
cates of prolonged diversion of the fecal current 
with subsequent re-establishment of bowel con- 
tinuity without resection. This procedure has 
been abandoned in recent years because of the 
high incidence of recurrence, which was empha- 
sized by-Rosser (39) and more recently attested 
to by Pemberton. Although the latter author 
recognized the advantage of early resection when 
there is a possibility of carcinoma, he emphasized 
the excellent results which followed the institution 
of a proximal colostomy with diversion of the 
fecal stream for 6 to 12 months and then resection 
by exteriorization. There is some difference of 
opinion as to the latter recommendation, but in 
general Pemberton’s advice of proximal enteros- 


TABLE V.—ROENTGENOGRAPHIC FINDINGS 





Diverticulitis Carcinoma 





1. Bowel adjacent to tumor mass 
is usually normal. 


~ 


. Spastic bowel with wide trans- 
versely arranged folds. ‘‘Saw-tooth 
defect.” 





2. Sharply defined margins of le- 
sion, often with overhanging 
edges. “‘Shelf-like defect.” 


nN 


. Cone-shaped ends to constricted 
areas. 





. Long segments of involved bowel.| 3. Short segments of involved 


w 








owel, 
4. Preservation of the mucosal folds.) 4. Destruction of mucosal folds. 
5. Change in size of the con- — 5. Tendency toward increasing 
stricted area between examina- obstruction between examina- 
tions. tions. 





| 4. Presence of atypical cells re- 








4. Sacculation of the sigmoid. 
sembling neoplastic cells, ob- 
5. Visible diverticula. tained by swabs from the bowel, 
and stained by Papanicolaou 
6. Friability or edema of recto- technique. 


sigmoidal mucosa. 





7. Absence of blood and mucus. 





6. The absence of diverticula. 


a 


The presence of diverticula. 





7. Typical deformity is frequently 


. Flexibility at cone-shaped ends as 
a convex filling defect. 


seen by a changing lumen during 
a single examination. 
8. Obstruction without demon- 
strable tumor. 


x 





8. Obstruction with evidence of 
tumor mass. 
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tomy followed by resection in 6 months to a year 
seems to be the consensus as to the preferable 
method of treatment. Perhaps in the majority of 
cases this is best but it will almost invariably 
prove fatal when carcinoma exists. The indica- 
tions as to when a resection should be performed 
for the possibility of carcinoma have not been 
clarified. 

D. F. Jones (20), in 1930, discussed the relation 
of diverticulitis to carcinoma. He recommended 
the exploration of all cases of diverticulitis asso- 
ciated with bleeding, and resection of the involved 
segment if there was the least suspicion of cancer. 

Bacon (6) has advocated early resection with 
the use of a concomitant proximal enterostomy or 
Mikulicz-Bloch procedure. 

More recently, Rosser (39) summarized the in- 
dications for resection in diverticulitis and also 
advised a much more radical attack. He recog- 
nized the danger of overlooking coexisting carci- 
noma and berated the method of management 
which imposed a waiting period of from g to 12 
months after construction of a proximal colos- 
tomy. Kerr is of the same opinion and recently 
stated that he has done several primary resections 
in the presence of rather marked inflammatory 
disease without any serious complications. At 
present his series is too small for him to advocate 
the general use of this procedure, but he definitely 
is of the same opinion, that a more aggressive 
attack should be made upon these lesions. 

Recently, Cattell emphasized the importance of 
early resection in the event that the presence of 
carcinoma was suspected. He advised re-evalua- 
tion of the patients 1 month following the estab- 
lishment of colostomy and, if carcinoma could not 
be satisfactorily ruled out, he recommended that 
resection should be done without further delay. 

Although our experience with diverticulitis is 
limited, certain procedures which have been used 
in obstructive diseases of the left colon appear to 
be applicable to diverticulitis. First, with ade- 
quate preparation of the patient and in the ab- 
sence of gross abscess or peritonitis, it would seem 
that wide resection, end-to-end anastomosis, and 
complementary decompression with a Miller- 
Abbott or Cantor tube is the procedure of choice 
for obstructive diverticulitis. Recently, one of us 
(R.J.R.) performed a primary resection and anas- 
tomosis for advanced diverticulitis which had 
perforated 5 years previously. The dissection was 
difficult but the patient made an uneventful re- 
covery. Carcinoma was not ruled out in this 
patient until the bowel specimen was opened by 
the pathologist. Primary resection and anasto- 
mosis with a complemental enterostomy or occa- 





Fig. 5. (Roentgenogram of same patient as Fig. 4 after 
air insufflation). Long segment of involved bowel is indica- 
tive of diverticulitis B. Intact mucosal pattern C indicates 
diverticulitis. 


sionally an exteriorization procedure may be indi- 
cated in the presence of moderately severe inflam- 
matory reaction and suspected concomitant carci- 
noma. If, however, disease of the left colon is 
extensive with involvement of other viscera or 
fistulas, a preliminary colostomy should be made 
in the most proximal transverse colon, preferably 
the hepatic flexure, to facilitate later resection of 
the left colon. If carcinoma is suspected, then 
resection should not be delayed longer than from 
4 to 6 weeks. At the end of that time, if the 
mucosal pattern of the bowel can be seen clearly 
by means of the barium enema, further procrasti- 
nation may be advisable since dissection of the 
advanced cases is most difficult. 


SUMMARY AND CONCLUSIONS 


1. The history of diverticulitis and coexistent 
adenocarcinoma of the large bowel has been re- 
viewed briefly. 

2. A review of the available English literature 
yielded only 62 proved cases of carcinoma and 
diverticulitis existing simultaneously in the same 
segment of bowel. Undoubtedly, many cases 
have not been reported. 


3. Asurvey of local hospitals as well as private 
records produced 7 additional cases. This bears 
out previous observations that coexistent diverti- 
culitis and carcinoma are coincidental. One of 
these patients had two carcinomas and diverticu- 
litis in the same segment of bowel; this case is 
reported in detail. 

4. Symptomatology is apparently of little value 
in establishing a diagnosis of coexistent disease, 
although cancer should be suspected if weight loss 
and bleeding have been present. 

5. Evidence of inflammdtion, a palpable mass, 
and fistula formation is more frequent with diver- 
ticulitis, while obstruction, anemia, and cachexia 
are more suggestive of carcinoma. Sigmoidoscopy 
and the staining of smears by the Papanicolaou 
technique may be helpful in differentiating these 
lesions. Astute roentgenologic examination ap- 
pears to be the most accurate method of diagnosis, 
including laparotomy. 

6. The surgical management has been discussed 
and a more aggressive attitude recommended 
with abandonment of stage procedures unless 
marked inflammation or fistula are present. 
More frequent employment of primary resections 
and anastomoses has been advocated to eliminate 
the possible presence of carcinoma and to decrease 
the surgical morbidity. 
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Unoperated Bilateral Complete Cleft Lip and Palate 
in the Adult. Atsert D. Davis. Plast. & Re- 
constr. Surg., 1951, 7: 482. 


This case report of a 49 year old Negro in perfect 
health except for the deformity of bilateral com- 
plete cleft lip and palate, is unique. There was no 
former history of a hereditary nature, nor were 
there any difficulties in eating, breathing, or speech. 
Aside from some atrophy of the muscular elements, 
due to disuse, the involved structures were as 
fully developed as might be expected in the non- 
cleft state. 

The illustrations which accompany the article 
clearly show the deformity before and after surgery. 
The prolabium in this patient consisted in a soft, 
inert, fatty mass, in contrast to the active muscular 
lateral lip elements. Its importance in reconstruc- 
tion is well known and its successful use is exem- 
plified in the postoperative illustration. The op- 
erative procedure was of a one-stage type and re- 
sulted in correction of the speech deformity as 
well as of cosmetic factors involved. 

STEPHEN A. ZIEMAN, M.D. 


Fracture of the Zygoma. RAprorp C. TANZER. Plas- 
tic & Reconstr. Surg., 1951, 7: 400. 


The author stresses the importance of the anatomy 
of the zygoma in the production of disease resulting 
from direct violence on this bone. The diagnosis of 
zygomatic fracture is frequently delayed because it 
is often associated with other injuries. Symptoms 
consist of swelling, subconjunctiva]l hemorrhage, and 
moderate discomfort; other symptoms may be 
numbness in the infraorbital nerve distribution, 
epistaxis, diplopia, and trismus. Immediately after 
injury flattening of the cheek is visible and fractures 
may be palpated, but these signs are soon obscured 
by ecchymosis and edema. Accurate evaluation of 
the inferior displacement is determined in the 
posteroanterior roentgenogram; posterior displace- 
ment and depression of the arch are demonstrated in 
the verticosubmental view. 

Reduction of the fracture and maintenance of 
position may be accomplished by either intra-antral 
or extra-antral procedures, and the various methods 
are described. The author prefers reduction by pass- 
ing a Hegar dilator into the antrum through an 
incision within the hair line in the temporal region. 
If this does not produce impaction in the reduced 
position, a tantalum wire is threaded through the 
infraorbital ridge which is exposed by a transverse 
incision across the base of the lower Jid. The wire is 
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then attached by a rubber band to a head appliance 
consisting of a coat hanger wire, bent into a circular 
shape and sewn to a piece of web strapping opposite 
the hook. This strapping is fastened to an elastic 
bandage which is wrapped about the patient’s head. 
The curved hook of the hanger is cut off to form a 
fork for the attachment of the rubber hand. Roent- 
genograms are made after 24 hours, and the traction 
is adjusted if necessary. Traction is maintained for 
7 to 10 days. Rosert Mayo TENEryY, M.D. 


Papillary Cystadenoma Lymphomatosum. JouNn 
R. Brown. Arch. Surg., 1951, 63: 185. 


Papillary cystadenoma lymphomatosum is a rare 
benign tumor of the salivary glands. The author 
reports 2 cases of patients who were successfully 
treated by surgical excision. Both patients were 
males and the tumor was in the parotid gland in both 
instances. These patients have been followed for a 
period of 1 year; they are well and without recur- 
rence. 

This tumor represents 6 per cent of all parotid 
tumors. It occurs ten times more often in males 
than in females, almost always in the parotid gland, 
and usually between the ages of 40 and 60 years. 

The size of the lesion varies from 2 to 6 cm. in 
diameter. It is often encapsulated and frequently 
exhibits cystic areas. The cut surface is often finely 
lobulated, and soft and pulpy in appearance. Micro- 
scopic examination shows irregular papillary proces- 
ses of tall, columnar eosinophilic pseudostratified 
epithelium that appears to be one or two layers deep. 
A definite basement membrane is not present. The 
cores of the papillary projections contain an abun- 
dance of lymphoid tissue and a variable amount of 
fibrous stroma. The diagnosis cannot be made clin- 
ically. Treatment consists in surgical excision and 
recurrence seldom occurs. Donatp C. Geist, M.D. 


EYE 


A Further Report on Exophthalmic Ophthalmo- 
plegia and Its Relation to Thyrotoxicosis. Ina 
MAnn. Am. J. Ophth., 1951, 34: 960. 


The author presents 19 cases of exophthalmic 
ophthalmoplegia in addition to the 18 which she 
described in 1946. Three patients, all women, dem- 
onstrated primary thyroxin deficiency with com- 
pensatory excess of thyrotropic hormone. The 
signs were edema of the eyelids and sometimes of 
the conjunctiva also, proptosis, orbital edema, lim- 
itation of ocular movement, low basal metabolism 
and pulse rate, and coarse skin somewhat sug- 
gestive of myxedema. Two patients were cured by 











the administration of thyroid extract, and the re- 
maining patient improved on removal of the source 
of anxiety. 

There were g cases (7 women and 2 men) in 
which the history suggested antecedent thyroxin 
excess, followed by spontaneous thyroid failure or 
thyroidectomy and subsequent excess thyrotropic 
hormone. In 7 of these cases thyroidectomy had 
been performed, in 1 case roentgen ray treatment of 
the thyroid had been given, and in 1 the thyrotoxi- 
cosis had subsided spontaneously. The signs in- 
cluded lid edema, orbital edema, and proptosis 
with ophthalmoplegia, but in addition there was a 
history of preceding tachycardia, loss of weight, 
and lid retraction. In 5 patients, the proptosis 
arose at varying times after operation; in 3 cases, 
proptosis had been noted before operation and it 
increased after operation. Treatment was by tarsor- 
rhaphy, the administration of thyroid extract, rest, 
and sedatives. The results were good, although 
some patients stabilized with a slight residual oph- 
thalmoplegia. 

Seven cases (4 men and 3 women) demonstrated 
excess thyroxin and excess thyrotropic hormone 
arising simultaneously. In all of the cases the pre- 
senting symptoms were loss of weight, tachycardia, 
lid retraction, and proptosis with limitation of 
movement. The majority of patients were treated 
with testosterone or stilbestrol, or by administra- 
tion of roentgen rays to the pituitary. The adminis- 
tration of thiouracil, or treatment by thyroidectomy 
were considered rash in the presence of proptosis 
and ophthalmoplegia. The results were fair, but 
the illness lasted over a year and sometimes much 
longer. 

In most of these cases the condition was not as 
severe as it was in those described in 1946, and a 
definite gradation of severity was detected. 

FRANK W. NEWELL, M.D. 


The Present Status of ACTH and Cortisone in 
Clinical Ophthalmology. ALAN C. Woops. Am. 
J. Ophth., 1951, 34: 945. 

Experimental studies on rabbits showed that the 
three recognized hypersensitive uveal reactions in the 
eye—the anaphylactic protein reaction, the allergic 
reaction due to bacterial hypersensitivity, and the 
focal reaction from tuberculin—could be either par- 
tially or completely blocked by prior treatment of 
the rabbits with ACTH or cortisone. When adminis- 
tration of these agents was stopped, the various 
hypersensitive reactions could again be evoked. This 
blocking action of ACTH and cortisone was not 
limited to the inflammation and exudation of the 
hypersensitive reactions, but these agents were 
equally effective in blocking the inflammation pro- 
duced by such irritants as glycerin and jequirity. It 
was concluded that ACTH and cortisone did not act 
through any fundamental inhibition in the antigen- 
antibody reaction but rather blocked the inflamma- 
tory and exudative phases of the various hypersensi- 
tive reactions. 
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In a group of 235 cases of allergic conjunctivitis 
and inflammations of the cornea, sclera, and uveal 
tract, favorable results were obtained in 191 in- 
stances and no effect was noted in 44 instances. 
There were 31 recurrences in this group. These 
agents are dramatically quick in acute inflammatory 
conditions when the tissue reaction is still largely 
vascular and lymphatic in nature. Thus, in acute 
nongranulomatous iritis, when the disease is char- 
acterized by ciliary congestion, edema of the iris, 
and a protein and cellular exudate in the aqueous, 
all symptoms are quickly controlled. 

In granulomatous disease in which the ocular in- 
flammations are characterized by a heavy cellular 
infiltration of the tissues—such conditions as choroi- 
dal exudates, sympathetic ophthalmia, tuberculous 
uveitis, and virus infections—and in which the 
edema, vascular dilatation, and exudation are sec- 
ondary to the tissue involvement, the immediate 
effect of these agents is limited to control of edema, 
external inflammation, and vitreous exudation. Ac- 
tual choroidal exudates, tissue infiltration, and 
tubercles are not primarily affected. Choroidal exu- 
dates become circumscribed and, in the absence of a 
surrounding inflammatory reaction, gradually grow 
smaller, and are either finally absorbed or undergo 
the usual glial changes. 

In 12 cases of secondary glaucoma treated at the 
New York Hospital and at Johns Hopkins Hospital, 
the tension was dramatically controlled in 6 cases 
and was not affected in 6 others. Among 29 cases of 
iridocyclitis and generalized uveitis treated with 
parenteral ACTH or cortisone, secondary glaucoma 
developed in 7 patients under treatment. 

Both in the New York and Johns Hopkins Hospi- 
tals, cases of apparent multiple sclerosis have been 
seen in which the accompanying optic neuritis ap- 
peared benefited by the hormone therapy. In cases 
of optic neuritis due to infection, syphilis, and virus 
disease, one would naturally expect a favorable 
result, and in 2 such cases a favorable result was 
obtained. 

The results in interstitial keratitis of congenital 
syphilis are somewhat inconsistent. The earlier in 
the disease treatment is started, the better the 
results, and topical application of cortisone appears 
superior to the parenteral administration of either 
cortisone or ACTH. The favorable results were 
obtained almost uniformly in early cases, regardless 
of the presence or absence of vascularization, but 
continued treatment over a long period was neces- 
sary to control the disease finally. 

The results obtained in 161 cases of degenerative 
disease of the cornea, retina, optic nerve, and 
choroid were poor. With the exception of question- 
able results in one case of diabetic retinopathy, the 
clearing of external congestive phenomena in 2 cases 
of malignant exophthalmos and a beneficial result in 
2 early cases of moderate alkali burn of the cornea, 
all cases in the degenerative group were failures. 

In disease of the posterior ocular segment, it ap- 
pears wiser to administer either ACTH or cortisone 
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parenterally. Topical cortisone has no action or, at 
best, a slight action on diseases of the posterior ocular 
segment. Inflammations of the anterior ocular seg- 
ment respond most readily to topical application of 
cortisone. An ointment containing 10 to 25 mgm./ 
gm. concentration in an aquaphor base is preferred. 
FRANK W. NEWELL, M.D. 


Effect of Subconjunctival Cortisone upon the Im- 
mediate Union of Experimental Corneal Grafts. 
Frank W. NEWELL and JosEPpH M. Dixon. Am. J. 
Ophth., 1951, 34: 977. 

Homologous round corneal grafts were implanted 
centrally in each eye of rabbits. The right eye was 
untreated and used as a control, while 1.25 mgm. 
of cortisone was injected subconjunctivally in the 
left eye immediately after surgery and every 48 
hours thereafter until the animal was sacrificed. 
Animals were destroyed at intervals of from 1 to 
14 days, and the corneas were studied microscop- 
ically. Clinically and microscopically there was no 
difference in the treated and control eyes the first 
3 or 4 days, but thereafter the eyes receiving cor- 
tisone did not do as well. Cortisone had no effect 
on the normal proliferation of the corneal epi- 
thelium. Treated eyes showed a depression of kera- 
toplastic proliferation, and as late as the eleventh 
day following surgery the wounds were filled onlv 
by epithelium and fibrin. No pathologic process 
other than delay in the normal rate of healing was 
observed. 


Infection of the Cornea with B Pyocyaneus; Clinical 
Study and Summary of 10 Cases Personally 
Observed. Joun L. BIGNELL. Brit. J. Ophth., 1951, 
35: 419. 

The author presents a clinical study and summary 
of 10 cases of infection of the cornea with Bacillus 
pyocyaneus. 

The history of this condition is fairly typical. 
About 3 days following a minor injury or abrasion 
(with or without removal of a foreign body of the 
cornea) a severe, painful ulceration of the cornea 
develops with an opaque dead-white center. Hy- 
popyon may or may not develop. The ulcer extends 
rapidly, at first without breaking the surface epithe- 
lium, and then with central superficial necrosis. At 
a later stage, a dead-white ring of infiltration and a 
semi-transparent central area develops. 

The severity of infection with this organism has 
been pointed out by Joy (1942), who reviewed 64 
cases; loss of the eye or loss of useful vision occurred 
in 19 of the 23 cases reported since 1922. Brown 
(1943) reported 3 more cases, in 2 of which enuclea- 
tion was necessary; in the third case the eye was 
saved after sulfonamide therapy but its vision was 
greatly reduced. 

Only by early clinical recognition of the condition 
can good results be obtained. Immediate and per- 
sistent treatment with streptomycin is advocated. 
The drug is administered subconjunctivally (0.5 
gm. daily until the ulcer appears to be healed) and 


instillations are made hourly. Medication should 
be continued despite an apparent arrest of the 
process until no dead-white patches can be seen, 
and despite the angry appearance of the conjunc- 
tiva. Ten cases are presented in which this treat- 
ment proved effective. 

Bottles containing penicillin drops are considered 
a possible source of infection. Frequent steriliza- 
tion of such bottles is advocated. 

JosHua ZUCKERMAN, M.D. 


A Corneoscleral Suture in Cataract Extraction. H. 
B. STALLARD. Brit. M.J., 1951, 2: 88. 


The author points out that a corneoscleral suture 
in cataract extraction is an important essential step 
in intracapsular and extracapsular cataract extrac- 
tion. During the operation it affords security so 
that loss of vitreous is either obviated or checked, 
and during the postoperative period it prevents 
prolapse of the iris, and hyphema, caused by the 
tearing of newly formed blood vessels which bridge 
over the lips of the corneal section. In a series of 
80 patients there were no cases of postoperative 
prolapse and only 5 cases of hyphema. 

A single corneoscleral suture in the 12 o’clock 
meridian (before the section is made) is generally 
sufficient; however, if the intraocular contents or the 
iris appears to bulge, two or three corneoscleral 
sutures may be used. 

The use of corneoscleral sutures after the section 
is made may result in inaccuracy in placing the 
sutures at exactly opposite points, which may lead 
to overriding of the section, aqueous leakage, a 
drawn-up pupil, and epithelial downgrowth into the 
wound, 

The bulbar conjunctiva is incised about 5 mm. 
above the limbus in the 12 o’clock meridian, and 
curved incisions, concave downwards, are made 
from this down to the limbus in the g to 3 o’clock 
meridian. The conjunctiva is undermined to the 
limbus. 

A limbal incision is made 2 mm. long, concentric 
with the limbus vertical to its surface, and about 
0.5 mm. deep. A needle passed through the scleral 
lip of the 2 mm. incision is made to traverse the in- 
cision, and, when engaged in the corneal lip of the 
wound, it is made to emerge on the cornea about 
1 mm. in advance of the conjunctival flap. The 
needle is removed and the strand of silk is knotted 
with a substantially large knot which is drawn back 
flush with the cornea. 

The conjunctival flap is again reflected over the 
cornea, the edges of the 2 mm. limbal incision are 
retracted by scleral hooks, and the suture is drawn 
out into a loop. 

The section is made with a cataract knife while 
the lips of the wound are separated by traction on 
the corneoscleral suture to permit the knife to pass, 
completing the section in the deeper layers of the 
corneoscleral junction between the corneal and 
scleral arms of the suture and out through the 
2 mm. incision made for the insertion of the stitch. 
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A peripheral iridotomy is performed. Extraction 
of the lens is performed either by the intracapsular 
or the extracapsular technique. The wound is se- 
curely closed by means of the suture. The conjunc- 
tival flap is replaced and its edges are coapted with 
a few fine silk sutures. JosHua ZucKERMAN, M.D. 
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Radical Operation for Carcinoma of the External 
Auditory Canal and Middle Ear. Grant E. 
Warp, WALTER E. Locn, and WALTER LAWRENCE, 
Jr. Am. J. Surg., 1951, 82: 169. 


Treatment of primary carcinoma of the external 
auditory canal and middle ear have yielded very 
poor results. The outlook for patients with second- 
ary involvement of the ear from carcinoma in nearby 
structures is also discouraging. 

The principal reasons for this grave outlook are 
delay in diagnosis, limited therapeutic procedures, 
and difficulty in access to the region for evaluation 
and treatment. 

Squamous cell carcinoma is the most common 
type of malignant tumor occurring in the region of 
the ear. Malignant tumors of other types have been 
described. In general, the problem in this group is 
that of squamous cell carcinoma invading bone, 
adjacent soft tissue, and cervical lymph nodes. 

The major symptom is pain, especially significant 
when the local changes are not striking. Second only 
to pain is bloody otorrhea. Hearing loss, vertigo, and 
ipsolateral facial paralysis may also occur. 

Radiographs are usually valueless in determining 
the presence or absence of tumor of the mastoid as 
inflammatory changes also produce bony abnormali- 
ties. Biopsy with a histopathologic study of the 
specimen is imperative even though a rather major 
procedure is necessary to obtain the tissue. 

At present the unsatisfactory therapeutic results, 
once the diagnosis has been established, are due to 
an insufficiently radical approach. Excision of the 
tumor mass should always be accompanied by a 
radical neck dissection. 

No special preoperative preparation is carried out. 
The patient is told of the unavoidable postoperative 
facial paralysis. Sodium pentothal is given supple- 
mented by endotracheal oxygen and nitrous oxide. 
The patients are positioned as for a radical neck 
operation. The incision used is the Kocher T. If the 
auricle can be saved, the excision is extended ante- 
riorly in the pre-auricular region and the pinna in- 
flected back. If the tumor involves the auricle, vary- 
ing types of elliptical incisions are employed depend- 
ing on the extent of the carcinoma. 

The radical neck dissection is classical. It begins 
with transection of the sternocleidomastoid muscle 
inferiorly to expose the jugular vein. The vein is 
ligated just above the clavicle with four silk sutures, 
and divided. The sternocleidomastoid muscle, to- 
gether with the jugular vein, carotid sheath, and 
lymph-bearing fascia, is dissected superiorly. The 
posterior triangle of the neck is cleared out, the 
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posterior limit being the edge of the trapezius. The 
submaxillary and submental triangles are dissected 
up to the mandible. It may be necessary to remove 
the parotid gland, condyloid process of the man- 
dible, and portions of the zygomatic arch. The por- 
tion of the auricle involved is removed en bloc with 
the cervical specimen. The jugular vein is ligated 
and cut as high as possible. The whole mass is freed 
at its remaining attachment in the external auditory 
canal, leaving a free temporal] bone, including the 
mastoid eminence. 

A very radical mastoidectomy is then performed. 
The lateral sinus, the jugular bulb, and the dura 
mater are uncovered. The carotid artery may have 
to be unroofed. Involved dura may be removed and 
defects repaired with fascia. Extension into the 
pyramid requires resection of the pyramid according 
to the technique of Lempert or Rasnadier. The bony 
canal is always removed. If the labyrinthine bone is 
roughened, it should be removed. 

Since the tumor is removed in pieces, dislodged 
bits of tumor tissue may remain in the bony defects. 
Irradiation must therefore follow surgery. 

The wound of the temporal bone is left open; the 
neck wound is closed primarily. The mastoid defect 
can be repaired at a later date with a skin graft. 

Five patients were operated upon for extensive 
carcinoma of the external auditory canal and re- 
lated structures. Their ages ranged from 41 to 72 
years. All had varying modifications of the pre- 
scribed surgical procedure, and tremendous doses of 
irradiation. 

One of these cases had the following clinical story: 

A colored female, age 41, had an onset of pruritus 
in the external auditory canal 18 months prior to her 
initial visit. Six months before examination she 
began to have a blood-tinged discharge. Her physi- 
cian biopsied a 5 mm. ulcer in the external auditory 
canal. This was found to be carcinomatous. She 
was given 6,000 roentgens (unfiltered) to her external 
auditory canal in a period of 1 week. Response was 
satisfactory for 2 months when symptoms again 
recurred, including severe pain. 

On examination there was a tender, hard preauri- 
cular mass 2 mm. in size overlying the zygomatic 
arch and adherent to the skin. Palpable lymph 
nodes were present over the sternocleidomastoid 
muscle. There was granulation tissue in the external 
auditory canal. The tympanic membrane was intact. 

The extensive operation was performed. Post- 
operatively, the patient was relieved of her pain 
completely and the wound healed well. On the 
eighth day, x-ray therapy was begun. The portal 
included the area over the jugular foramen and the 
middle ear region. She received 5,250 roentgens 
(unfiltered) at 250 kilovolts in 1 week. Two days 
after completion of therapy a split thickness graft 
was placed in the cavity produced by surgery. 

Three months later, bilateral neck recurrences 
occurred. X-ray therapy and radon seed implanta- 
tion has been given these masses. 

Joun R. Linpsay, M.D. 
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Some Experiences in Management of Cancer of 
Middle Ear and Mastoid. WALTER L. Mattick 
and Joun W. Marticx. Arch. Otolar., Chic., 1951, 
53: 610. 


The authors report ro cases of tumor of the middle 
ear and mastoid which were followed in the Roswell 
Park Memorial Institute, Buffalo, New York. In 7 
of these cases the lesions were classified as squamous 
cell carcinoma; however, 2 were later reclassified as 
glomus jugular tumors. One of the patients with a 
glomus jugular tumor refused operation, and the 
other is free of symptoms several years following 
surgery. Two of the patients with squamous cell 
carcinoma of the middle ear and mastoid are free of 
symptoms 5 years following therapy. 

The treatment of choice, in the authors’ opinion, 
consists of radical surgical removal followed by 
radiation with radium, locally. 

The general history of these cases is that of chronic 
otorrhea and deafness, with the appearance of 
granulations and easily bleeding polyps in the ear 
canal, 

X-ray films were not of great value in the diag- 
nosis, but were helpful in following the cases. 

The authors make a plea for biopsy of all sus- 
picious ear growths, and suggest that physicians 
keep in mind the possibility of carcinoma of the 
middle ear, which is a relatively rare tumor amount- 
ing to approximately 1 case in 5,000 to 20,000 cases. 
Five case reports of tumors of the middle ear are 
presented. Wiriiam K. Wricut, M.D. 


Carotid-Bodylike Tumors of the Temporal Bone; 
with Particular Reference to Glomus-Jugulare 
Tumors. Marvin J. TAmari, Ropert J. Mc- 
Manon, and Emit H. BERGENDAHL. Ann. Otol. 
Rhinol., 1951, 60: 350. 

Glomus structures (a small but rich network of 
cavernous blood vessels) are found in the adventitia 
of the dome of the jugular bulb, immediately below 
the bony floor of the middle ear, and near the ramus 
tympanicus of the glossopharyngeal nerve. Each 
glomus consists of blood vessels of capillary or pre- 
capillary caliber, with numerous epitheloid cells 
between the vessels. Innervation and blood supply 
come from the same trunks that supply the carotid 
body; namely, the glossopharyngeal nerve and as- 
cending pharyngeal artery. 

The glomus caroticum is described by Best as a 
clumping of rounded, polyhedral cells, some of which 
stain with chromic acid. The glomus jugulare is of 
like structure, but its exact function is questioned. 

The pathologic classifications of glomus tumors are 
numerous and confusing. Grossly, there is no typical 
appearance. Most often, the mass seen protruding 
from the external auditory meatus is described as 
purplish, soft polypoid, and both friable and hemor- 
rhagic on palpation. 

The microscopic picture reveals a highly vascular 
tissue with the walls of most of the blood vessels 
composed of a single cell endothelial lining supported 
by a fine reticulum membrane. Between the reti- 


culum fibers are epitheloid cells. These cells are 
polygonal or rounded with a large amount of clear 
eosinophilic cytoplasm. Mitotic figures are usually 
not reported. 

The stem cell is mesodermal, capable of becoming 
either a fibrocyte, histiocyte, or an endothelial cell. 
On this basis, it would be conceivable to get a tumor 
arising from the glomus jugulare which would vary 
in its gross appearance, its morphological structure, 
its hemorrhagic tendency, its rate of growth, and its 
response to radiation therapy. This would also ex- 
plain the existing confusion in nomenclature. 

Onset of symptoms has occurred from 5 to 78 
years of age. The most common symptoms reported 
are chronic aural discharge, loss of hearing, tinnitus 
with occasional episodes of dizziness, throbbing sen- 
sations in the involved ear, facial paralysis, polyps 
obstructing the external auditory canal, and pain. 
There is usually an impaired labyrinthine response 
on the involved side. Duration of symptoms may 
vary from 9 months to 20 years. Metastases are in- 
frequent. 

The treatment of choice is wide surgical exposure 
with radical resection. Irradiation is of limited value. 
Two cases are reported, both in adult females. 

The microscopic sections showed characteristics 
typical of glomus jugulare tumor. 

The treatment suggested for this type of tumor is 
radical surgical removal followed by routine post- 
operative x-irradiation. Joun R. Liypsay, M.D. 
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Puncture Biopsy of the Thyroid Substance (La 
ponction-biopsie du corps thyroide). ETIENNE May, 
A. NETTER, and H. Biocu-MicHeL. Sem. hép. 
Paris, 1951, 27: 2009. 

The authors developed a technique for puncture 
biopsy of the thyroid gland in 1943. Since then they 
have performed 207 thyroid biopsies by this method 
without serious complications. The only difficulty 
encountered was slight bleeding at the puncture site, 
which was easily controlled with pressure. 

The technique itself resembles a liver puncture 
biopsy. Under local anesthesia a small trocar is in- 
troduced through the skin of the neck over the area 
of the thyroid gland to be biopsied. The stylet is 
withdrawn when the trocar engages the substance of 
the thyroid. The open trocar is passed gently into 
the gland and a small specimen is obtained in the 
lumen of the instrument. Pressure is exerted over 
the puncture site for several minutes to prevent 
bleeding and subsequent hematoma formation. 

Cystic lesions were encountered 30 times during 
attempts at biopsy of isolated thyroid nodules. The 
fluid was aspirated in most instances and either a 
salicylate or a quinine-urea solution was injected 
into the cyst. The authors state that the sclerosing 
action of these solutions destroyed the cyst lining 
with eventual complete resolution of the cystic mass. 

The article includes 18 photomicrographs of biop- 
sy specimens. These cover a wide range of thyroid 
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pathology, depicting goiter, thyroiditis, adenomas, 
and various carcinomas. Six short case histories are 
presented in which the diagnosis of carcinoma was 
established by puncture biopsy prior to surgical 
intervention. 

The authors believe that puncture biopsy of the 
thyroid gland is an extremely useful diagnostic tool. 
It is easily performed and is associated with no 
significant complications. §Joxun H. Fiynn, M.D. 


The Treatment of Hyperthyroidism. GEORGE 
CrILE, Jr., and E. Perry McCuttacnH. Ann. 
Surg., 1951, 134: 18. 

Hyperthyroidism can be controlled by subtotal 
thyroidectomy, by prolonged treatment with propyl 
or methyl thiouracil, or by the administration of ra- 
dioactive iodine. The authors discuss the results and 
summarize the advantages and disadvantages of 
each type of therapy. 

The mortality following thyroidectomy for hyper- 
thyroidism has fallen to a fraction of 1 per cent, 
which is due chiefly to the preoperative control of the 
hyperthyroidism with propyl thiouracil and iodine, 
and the exclusion from operation of those who re- 
main poor risks. Morbidity following thyroidectomy 
has fallen as a result of development of anatomic tech- 
nique; likewise, as a result of the technique, the in- 
cidence of complication has become much less. In 
the authors’ experience, recurrent hyperthyroidism 
has been much more common after operations for 
Graves’ disease than after those for nodular goiter 
with hyperthyroidism. The recurrence after opera- 
tions for Graves’ disease is thought to be near 15 
per cent, except following very radical subtotal or 
total thyroidectomies. 

A newer, more anatomical, and radical technique 
developed and used by the authors has resulted in a 
fall of recurrent hyperthyroidism to 2.1 per cent in 
those patients operated upon for Graves’ disease. 
The recurrences following operation for nodular 
goiter with hyperthyroidism were about 1 per cent 
regardless of the technique employed. Thyroidec- 
tomy is a more effective treatment for nodular goiter 
with hyperthyroidism than it is for Graves’ disease. 
Since the development of the more radical technique, 
21 per cent of the patients operated upon have de- 
veloped hypothyroidism. Neither severe hypothy- 
roidism nor myxedema was seen after operations for 
nodular goiter. In patients operated upon for re- 
current hyperthyroidism there was an overall in- 
cidence of hypothyroidism of 12.5 per cent; of tran- 
sitory tetany, 7.5 per cent; and of permanant tetany, 
2.5 per cent. Permanent paralysis of the laryngeal 
nerve occurred in 7.5 per cent. These injuries, how- 
ever, occurred before the authors began to identify 
the recurrent nerve. 

Methyl and propyl thiouracil are almost identical 
in efficiency, and safe, and, in adequate doses, are an 
effective means of controlling hyperthyroidism. 
Definitive treatment is justified in selected cases, and 
in others it is justified as a means of preparing the 
patient for operation. A dose of 300 to 400 mgm. per 
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day insures eventual effectiveness in nearly all pa- 
tients. The drug is effective for only a few hours and 
is given at intervals of every 6 hours, uninterrupted 
during the period of treatment. If hypothyroidism 
develops it is best controlled by small doses of thy- 
roid rather than by readjustment of the dose of 
thiouracil. 

Toxic effects including fever, rash, urticaria, 
numbness, arthralgia, and leucopenia occurred in 2.5 
per cent of 218 patients treated by the authors, and 
in only 3 cases was withdrawal of the drug necessary. 

The authors consider definitive treatment with 
propyl thiouracil is warranted in patients with 
Graves’ disease with small or medium-sized diffuse 
goiters, and in patients with hyperthyroidism whose 
life expectancy is short or whose surgical risk cannot 
be sufficiently improved. If prolonged treatment is 
to be undertaken, it is essential that the patient be 
intelligent and co-operative. Remissions are more 
common in patients with small, than in patients with 
large, goiters. The incidence of remissions following 
treatment was 62 per cent in patients with Graves’ 
disease as compared with only 34 per cent in those 
with nodular goiters. The remission rate in selected 
cases of small goiter is as high as 75 per cent. 

Radioactive iodine, due to its physical and physio- 
logical properties, is well adapted for use in the treat- 
ment of hyperthyroidism. Its length of radiation is 
relatively short, and the radioactive material is con- 
centrated in the thyroid with no significant damage 
to tissues other than the thyroid. It tends to selec- 
tively inactivate those cells of the thyroid which are 
overactive and spares those which are less active. 
As yet, there is no experimental or clinical evidence 
to suggest that intensive treatment with I"*! will be 
carcinogenic. By giving a small dose of I! and 
measuring the radiation emitted from the thyroid a 
few hours later, it is possible to predict how much of a 
subsequent therapeutic dose will be picked up. The 
length of time that the thyroid will retain the I! 
is more difficult to predict and requires measure- 
ments over a period of several weeks. It is most dif- 
ficult to predict the distribution of the I'*! within 
the thyroid. Evaluation of the physiologic response 
to a small therapeutic dose is the easiest and prob- 
ably the most accurate method of determining the 
total requirement. 

The dose required to control the hyperthyroidism 
of Graves’ disease is dependent as much upon the 
severity of the hyperthyroidism as upon the size of 
the gland. Those patients whose basal metabolic 
rates were over plus 50 per cent required twice as 
much I'*! to control hyperthyroidism as did those 
whose rates were under 50. In nodular goiters it is 
difficult to control hyperthyroidism except by giving 
large doses and repeating them several times. The 
take-up of iodine in the nodular goiters is irregular. 
In the authors’ experience with over 400 patients 
treated with I'*!, those whose hyperthyroidism has 
been completely controlled appear as well as patients 
whose hyperthyroidism is controlled by thyroidec- 
tomy. The diffuse goiters of Graves’ disease usually 
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disappear and are no longer palpable. Nodular 
goiters usually shrink, but do not disappear under 
treatment with I*!, When hyperthyroidism has 
been controlled, auricular fibrillation may revert to 
normal rhythm, or in longstanding cases may persist 
just as after thyroidectomy. 

There has been no tetany, no change in menstrua- 
tion, no depression in hematopoiesis, no change in 
the levels of blood calcium, and no alteration in renal 
function in patients treated with I'*! and studied by 
the authors. The treatment with radioactive iodine 
is simple, medical supervision of the patient is less 
than that required by a patient subjected to thy- 
roidectomy, and is less than required in a year’s 
treatment with thiouracil. There is no mortality, no 
immediate morbidity, and no discomfort attributa- 
ble to its use. The incidence of hypothyroidism has 
been about the same as that following adequate thy- 
roidectomy. I'*! is a new drug, however, the ulti- 
mate potentialities of which are not known. It is the 
preferred treatment for older patients with Graves’ 
disease, for patients with recurrent hyperthyroidism, 
for elderly patients with nodular goiter with hyper- 
thyroidism, and for a selected group of younger pa- 
tients with Graves’ disease. 

Jacos T. BRApsHER, JR., M.D. 


Observations and Results in the Treatment of Hy- 
perthyroidism with Radioactive Iodine (I'*'). 
WENDELL G. Scott, WiLtiAM B. SEAMAN, CyRIL 
MacBrypE, Leo Gort Lies, and Others. Am. J. 
Roentg., 1951, 66: 171. 

The authors recommend radioactive iodine ther- 
apy regularly, as the method of treatment of hy- 
perthyroidism associated with diffuse goiter in pa- 
tients over 30 years of age, and in patients with post- 
operative recurrences of hyperthyroidism at any age. 
Certain patients with hyperthyroidism and multi- 
nodular goiter were treated with I'*', Patients under 
30 years of age were not treated without special indi- 
cations, since their life expectancy would include the 
long latent period postulated as necessary for the 
development of a radiation-induced neoplasm. 

The dosage in patients with diffuse goiters was 
based on the estimation of thyroid weight by palpa- 
tion and was calculated to produce a satisfactory 
remission with a single dose. Most of the patients 
were given 0.2 mc. per estimated gram of thyroid 
tissue, but more recently this was reduced to 0.15 
mc. per estimated gram of thyroid tissue. Patients 
with nodular goiter and with recurrent hyperthy- 
roidism after previous surgical or roentgen therapy 
were usually treated with slightly larger doses since 
accumulated experience seemed to indicate that 
these patients were more resistant to I'*), 

Radioactive iodine was usually withheld for a 
period of x month if the patient had had iodine 
therapy, oral cholecystography, intravenous pyelog- 
raphy, or any other iodine medication. Inhibition 
of radioactive iodine uptake by the thyroid may per- 
sist for as long as 3 months following the cessation 
of stable iodine therapy, and Kydd et al. have found 





elevation of the serum-precipitable iodine as long as 
4 months after the use of pantopaque for myelog- 
raphy. 

Hypothyroidism was the most common complica- 
tion following radioactive iodine therapy, and this 
condition occurred in about 20 per cent of all pa- 
tients treated. Desiccated thyroid was given as 
soon as Clinical signs and symptoms of hypothyroid- 
ism were recognized. Supplemental thyroid was 
withdrawn at a later date in a number of cases for 
periods of 1 to 2 months, but reinstitution of thyroid 
therapy was necessary in all cases because clinical 
evidences of hypothyroidism soon returned. 

Five of the patients had a temporary increase in 
the signs and symptoms of thyrotoxicosis during the 
first week following iodine administration, but in 
only 1 case was this of clinical importance. Nausea 
and anorexia occurred in very few cases and was of 
very mild degree. Exophthalmos seemed to regress 
as the disease was brought under control. Malignant 
exophthalmos did not appear in this group after 
treatment. The size of the thyroid was reduced to 
normal in most of the patients with diffuse enlarge- 
ment. Only a slight to moderate decrease in the size 
of toxic nodular goiters occurred. There was no 
evidence of damage to the recurrent laryngeal nerve 
or parathyroid glands. 

Two hundred and sixty-nine patients with hyper- 
thyroidism have been treated with radioactive iodine 
(I!) from May, 1947 to September, 1950. One 
hundred and ninety-five of these have been followed 
for 6 months to 3 years. A satisfactory remission was 
obtained in 68 per cent. Twenty per cent of these 
patients now require some supplemental thyroid 
therapy. The authors believe that the results have 
established a place for radioactive iodine in the 
treatment of selected cases of hyperthyroidism. 

Eart O. Latimer, M.D. 


Experiences in the Treatment of Diseases of the 
Thyroid Gland with Radioactive Iodine. U. V. 
PorTMANN, Ropert A. Hays, E. Perry Mc- 
CuLtacH, and CuHartes E. Ricwarps. Am. J. 
Roentg., 1951, 66: 179. 

Patients with hyperthyroidism selected for treat- 
ment with I'*! include: (1) those with persistent or 
recurrent disease after operation; (2) elderly per- 
sons; (3) those with cardiovascular complications or 
some other severe concurrent disease; (4) those with 
enlargement of the thyroid, or with some toxic 
reaction caused by the administration of propyl or 
methy] thiouracil, which discouraged their continued 
use, or in whom these drugs failed to produce remis- 
sion; (5) those in whom there were one or more re- 
currences of hyperthyroidism after withdrawal of 
thiourates; (6) those refusing surgical treatment. 

In the past, I'*! was reserved for persons over 40 
years of age because of the remote possibility of 
malignancy developing years after treatment; how- 
ever, there is apparently a trend toward leniency in 
adhering strictly to this age limit, and patients from 
9 to 74 years of age have been treated if sufficient 

















indication has existed. The parents of young pa- 
tients are asked to share the responsibility of theo- 
retical late complications. 

There have been no complications except hypo- 
thyroidism, which has occurred in about the same 
proportion as after thyroidectomy. 

In a few patients the hyperthyroidism seemed to 
have become more severe in the second or third week 
following I'*! therapy. Therefore, patients with 
extremely severe hyperthyroidism have been given 
propyl or methyl thiouracil preceding I"! therapy, or 
the drugs have been administered 2 or 3 days follow- 
ing treatment. 

['3! was administered to 203 patients with diffuse 
toxic goiter. All but 9 have been followed 3 or more 
months. There is a wide variation in the extremes of 
dosage administered (4 to 41 mc.). The initial 
amount in most cases was 7 mc. Smaller doses might 
have been equally effective in some cases. The 
average dose necessary was higher for patients with 
basal metabolic rates greater than 50, and the per- 
centage of remission slightly lower for one dose. 
The average time for remission was approximately 
the same. An average of 60 per cent of these goiters 
were controlled by one dose within 4 months, ir- 
respective of the basal metabolic rate or total dosage. 
There was a direct relationship of the size of the 
goiter to the percentage of remissions obtained from 
one dose (i.e., the smaller the goiter, the greater 
number of remissions obtained with one dose). The 
average time for remission was shorter (3.7 months) 
for glands estimated as less than 70 gm. and some- 
what longer (5.1 months) for those of larger size. 
The size of the goiter is of more importance than the 
height of the basal metabolic rate in relation to the 
dosage necessary to obtain remission. 

The authors have reason to believe that 7 patients 
with diffuse toxic goiter had recurrent hyperthyroid- 
ism, but in 2 of these information is too meager to be 
conclusive. The only complication observed in the 
treatment of diffuse toxic goiter has been hypo- 
thyroidism, which required the administration of 
desiccated thyroid for mild hypothyroidism or de- 
finite myxedema. 

[451 was administered to 78 patients with nodular 
toxic goiter. The range of dosage of I! for these 
cases varied greatly as compared with that necessary 
for the control of hyperthyroidism in diffuse toxic 
goiter. The lowest dose was 7 mc., which was suf- 
ficient for only 3 patients. Only 8.6 per cent of the 
patients with nodular toxic goiter and a_ basal 
metabolic rate of plus 40 per cent or less under- 
went remission with one dose, whereas for those hav- 
ing rates above plus 4o per cent, more than one dose 
was necessary for all except 14 per cent. In con- 
trast, remissions were obtained by one dose in at 
least 60 per cent of the patients with diffuse toxic 
goiter and basal metabolic rates of approximately 
plus 40 per cent. The remission time for nodular 
toxic goiter was longer, averaging approximately 
6.8 months as compared with only 4 months for 
diffuse toxic goiter. There was an amazing reduc- 
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tion in the size of nodular goiters after remission, 
which was not so remarkable in diffuse goiters 
which, of course, were smaller when treatment was 
instituted. The average time for remission for 
nodular toxic goiter was 7.6 months, regardless of 
the size of the goiter. 

In the authors’ group of 78 patients with nodular 
toxic goiter, 18 still have hyperthyroidism and may 
require further treatment. Eart O. Latmer, M.D. 


The Primary Site of Action of Parathyroid Hor- 
mone. D. K. O’Donovan. Irish J. M. Sc., 1951, 
6: 252. 

The author reviews the current concepts on the 
primary site of action of parathyroid hormone: (1) 
the hormone acts by resorption of bone; (2) by effect 
on the renal tubules, urinary phosphate loss leads to 
hypophosphatemia and hypercalcemia with mobil- 
ization of calcium from the skeleton; and (3) the 
ata hormone regulates the serum phosphate 
evel. 

On the basis of clinical observations, it is believed 
that the action of the hormone is on bone resorption 
via an enzyme system, the activity of which is self- 
limiting. As hypercalcemia increases it inhibits bone 
resorption unless the hormone concentration in- 
creases. 

The crux of the author’s argument is that para- 
thyroid carcinoma, which has a rapid course, usually 
shows skeletal changes without renal changes while 
parathyroid adenoma, with a milder and slower 
course, shows renal changes before skeletal changes 
occur. Moreover, compensations can occur in these 
cases due to high calcium-phosphorus intake. High 
serum calcium can occur in hyperparathyroidism 
despite high serum phosphate levels. 

F. W. S. MopErn, M.D. 


Laryngeal Obstruction Due to Antibiotic Therapy. 
Orrin E. ANDERSON. Arch. Otolar., Chic., 1951, 54: 
34- 


The author presents 4 cases of laryngeal obstruc- 
tion due to penicillin, none of which resulted in 
death. 

The allergic reaction from antibiotics such as 
penicillin is essentially an angioneurotic edema which 
may have very serious manifestations, i.e., involve- 
ment of the tongue, pharynx, hypopharynx, epiglottis, 
and larynx. The penicillin sensitization is due to 
previous penicillin therapy, or to previous infection 
of fungus or repeated ingestion of molds. 

The author suggests that antibiotics should not be 
used for the sake of convenience, nor should they be 
used indiscriminately while diagnostic procedures are 
being done. 

The treatment must be directed toward alleviat- 
ing the restlessness and hypoxia, and toward de- 
creasing angioneurotic edema. Medical treatment 
should be instituted immediately and should consist 
of sedation, oxygen, and antihistaminic agents. If 
the hypoxia recurs and there is evidence of pro- 
gressive obstruction, intubation or tracheotomy 
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must be done at once lest irreparable damage occur 
to the nerve and brain tissue. 
Joun E. Karasin, M.D. 


Observations on Abductor Paralysis of the Vocal 
Cords. A. F. WitttaMs. J. Lar. Otol., Lond., 1951, 
65: 397- 

Clinical observations and experimental evidence 
‘suggest that a greater susceptibility of the abductor 
fibers to injury, as stipulated by Semon’s law, is 
apparent rather than real, that both types of fibers 
may be affected, but when the normal muscle 
balance is upset the greater power of the adductor 
mechanism draws the cord toward the midline. 

About 1 hour after thyroidectomy, a patient be- 
gan to develop cyanosis and dyspnea. Both cords 
were fixed in the midline. After tracheotomy and 
removal of a blood clot from the operative wound, 
the movement of both cords returned to normal. 

Two explanations were considered possible: the 
blood clot may have caused stimulation of the 
trachea with consequent adductor spasm, or the 
pressure on the recurrent nerves may have caused 
stimulation with contraction of all muscles supplied 
by them. As the adductor muscles are more power- 
ful than the abductors, the cords were drawn to the 
midline. The former explanation is more likely 
since pressure on a nerve leads to paralysis without 
any preliminary period of stimulation. During an 
operation under light general anesthesia, direct 
pressure on a recurrent laryngeal nerve with a swab 
led to no change in vocal cord movements. It has 
been noted that a small electrical stimulus, when ap- 
plied to the trachea, produces adduction of both 
cords. Whichever explanation is correct, it is clearly 
demonstrated that a cord can be fixed in the midline 
owing to adductor dominance, without an actual 
lesion of the adductor mechanism. 

During thyroidectomy on 5 adult patients under 
general anesthesia, one recurrent nerve was stimu- 
lated with minimal electrical current. No movement 
occurred. Increasing the voltage from 1.0 to 1.5 for 
one millisecond caused mild adduction of the cor- 
responding cord, and with 2.0 volts the adduction 
was marked. The experiments seemed to indicate 
that while both types of fibers may be stimulated 
by the electric current, the adductor muscles are 
more powerful and adduction is the movement pro- 
duced. 

A recurrent nerve could suffer from several theo- 
retical lesions. The lesions could be partial or com- 
plete. Damage to abductor fibers alone would cause 
the cord to lie in the midline owing to the unopposed 
action of the adductor muscles. Damage to the ad- 
ductor fibers alone might cause the cord to remain 
abducted, or the lesion might not be recognized 
owing to the action of the interarytenoid and crico- 
thyroid muscles. With incomplete damage of both 
abductor and adductor fibers, one would expect 
faulty action in both abduction and adduction. 
Abduction depends entirely on the action of a single 
muscle and, in consequence, is likely to be the func- 





tion interfered with most seriously. The adductor 
muscles also would be weakened. They would, how- 
ever, probably have some help from unaffected 
muscles. The half of the interarytenoid muscle sup- 
plied by the healthy side would tend to reinforce 
adduction on the affected side. Similarly the crico- 
thyroid, supplied by the superior laryngeal nerve, 
would help to keep the cord tense, thus reinforcing 
adduction; consequently the cord would be drawn to 
the midline. 

A complete lesion of the recurrent nerve would put 
out of action all muscles supplied by this nerve. 
Again, the interarytenoid muscle of the opposite 
side and the cricothyroid muscle of the same side 
would help adduct the cord. The cord probably 
would not move completely to the midline, but 
sufficiently close to it, i.e., in the paramedian por- 
tion. Temporary paralysis of the recurrent laryngeal 
nerve with novocain was performed and the cord 
was found to assume a paramedian position. 

These arguments could also be applied to bi- 
lateral lesions. Joun R. Linpsay, M.D. 


Laryngocele. JoHN J. O’KEEFe. Arch. Otolar., Chic., 
1951, 54: 29. 

Ventricular laryngocele is an outpouching or cystic 
dilatation of the saccus or appendix of the ventricle 
of Morgagni. It is a persistent or constant anatomic 
entity and may vary greatly in size, from a minor 
dimpling to a stalklike tubular structure. 

The development of a laryngocele is basically de- 
pendent on an abnormally increased intraglottic 
pressure. 

The laryngocele has been classified into three types. 
The most common type is the internal laryngocele, a 
cystic dilatation appearing within the larynx above 
the false cord and occasionally extending to the 
aryepiglottic fold, or even to the base of the tongue. 
The second type is the superior external laryngocele, 
in which the sac has perforated through the thy- 
rohyoid membrane and appears as a swelling in the 
neck. The third type is a combined internal and ex- 
ternal laryngocele. 

The symptoms of a laryngocele almost exclusively 
depend upon its size, small cystic herniations being 
relatively asymptomatic. There may be local dis- 
comfort and venous obstruction with a congestive 
type of headache, and if infection is present, pain 
and localized tenderness may occur. Coughing with 
expectoration of pus when the sac is compressed 
occurs in the superior external laryngoceles. 

The diagnosis of laryngocele is made by examina- 
tion of the external neck, by mirror laryngoscopy, 
and, of greatest significance, the objective demon- 
stration of cystic masses by means of roentgenologic 
examination of the neck. 

Laryngoceles sufficiently large to produce symp- 
toms should be excised. The technique depends 
upon the type of laryngocele present, the consensus 
being that for the external superior type one makes 
the approach through a horizontal incision parallel 
to and beneath the ramus of the mandible, dissecting 














the sac down through the perforation in the thyroid 
membrane and amputating the stump close to the 
ventricle. The internal type is best approached by 
way of a thyrotomy, preferably somewhat lateral to 
the midline. Amputation of the sac is accomplished 
as close to the ventricle as possible. 

The author presents the case of a 45 year old man 
with a laryngocele which was successfully treated by 
surgical excision. Joun E. Karasiy, M.D. 


Laryngocele. Lyman RicHarps. Ann. Otol. Rhinol., 


1951, 60: 511. 

Laryngocele is an enlargement of the laryngeal 
ventricle. It is an atavistic analogue of the air sac of 
monkeys. Laryngocele occurs in three forms: (1) ex- 
ternal, (2) internal, and (3) a combination of these. 
The first form can be observed superficially in the 
neck, and is easily demonstrable in the x-ray film. 
The internal form appears as a swelling covering the 
true cord and pushing the false cord forward, its size 
changing with the alternating phases of respiration. 
It can be confused with a cyst, a prolapse, or an 
eversion of the ventricle. 

The author presents the case of a 40 year old male 
who had a 4 cm. mass projecting anterolaterally at 
the level of the thyrohyoid membrane. It could be 
increased in size by forced expiration with a closed 
glottis. Its removal was accomplished by severing 
the narrow neck which passed from the larynx out- 
ward through the thyrohyoid membrane. Patho- 
logically it was a cyst lined with stratified squamous 
epithelium, but showed neither the lymphoid nor 
glandular structures which normally occur. Fifteen 
months later, at a second operation, the intralaryn- 
geal portion was removed after splitting the thyroid 
isthmus. Histologically, a normal respiratory type 
of epithelium overlay the fibrous stroma of the sac. 

FRED W. S. MopeErn, M.D. 


Tumors of the Larynx: Review of 116 Cases. HeEr- 
BERT H. Harris and K. L. WatrLewortH. Arch. 
Otolar., Chic., 1951, 53: 640. 

One hundred and sixteen cases of laryngeal tumor 
are reported in patients who were cared for in two 
Houston hospitals. Fifty-five of these tumors were 
benign, including adult and juvenile papillomas, 
amyloid tumors, vocal polyps and nodules, keratosis, 
leucoplakia, and contact ulcer granulomas. The 
juvenile papilloma had the usual tendency to fre- 
quent and rapid recurrence. Two of the multiple 
adult papillomas became malignant at a later date, 
and one case of keratosis showed malignant degener- 
ation. 

Of 61 malignant tumors of the larynx, only 2 (a 
lymphosarcoma and a fibrosarcoma) were not 
squamous cell carcinomas. Only 6.8 per cent were 
found in women. Two cases of carcinoma in situ 
were followed for 2 and 3 years, respectively, without 
recurrence. 

The authors classify their cases of malignant tu- 
mors of the larynx as intrinsic and extrinsic; only 1 
out of 12 patients had no hoarseness when first seen. 
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Their statistical results were comparable with those 
obtained in studies conducted in other sections of the 
country. The authors reviewed the literature on the 
various aspects of therapy, and their findings con- 
firm their belief that the therapy of malignant tu- 
mors of the larynx is largely surgical, especially since 
the advent of antibiotics and frequent blood trans- 
fusions has decreased the surgical mortality. X-ray 
therapy, in their experience, has been of value only in 
cases which were far advanced and inoperable, or in 
combination with surgery. They point out that 
there has been no essential change in the method of 
administering x-ray therapy in the last 10 years, and 
that there have been many recent reports of consider- 
ably improved results with the use of more radical 
surgical procedures. Witiam K. Wricut, M.D. 


Benign Tumors of the Larynx. Paut H. HoLincer 
and KENNETH C. JOHNSTON. Ann. Otol. Rhinol., 
1951, 60: 496. 

The authors review 1,197 cases of benign tumors 
of thelarynx. Of these, 17/4 per cent were neoplastic, 
and 821% per cent were non-neoplastic. Ninety- 
seven per cent of the lesions occurred on the true 
vocal cords, 30 per cent occurred in females, 70 per 
cent occurred in males, and 26 per cent of the lesions 
were bilateral. 

The largest group of lesions, 4314 per cent, were 
pedunculated polyps, except for 3, all arising from 
the anterior half of the cords. Seven per cent of the 
polyps were bilateral, and 70 per cent of the polypoid 
lesions were bilateral. Vocal nodules occurred more 
frequently in females; 148 of 193 of these were bi- 
lateral. All 4 hemangiomas, and 1 lymphangioma 
occurred in females. 

In the majority of cases these lesions were re- 
moved under local anesthesia. The number of 
preachers, lawyers, and cheer leaders among the 
patients with nodules and polyps was impressive. 
Tobacco was eliminated in hyperkeratosis. Voice 
correction is important in after care. 

Frep W. S. MopERN, M.D. 


Lipoma of the Larynx. A. C. Maconte. J. Lar. Otol., 
Lond., 1951, 65: 426. 

Lipomas of the larynx are tumors of considerable 
rarity. The complaints usually described are cough, 
huskiness of voice, difficulty in breathing and/or 
swallowing. This dyspnea is often increased or re- 
lieved by positional changes. 

The tumor may be sessile or pedunculated. 
Those on a fine stalk tend to cause the greatest 
difficulty as they flop into the glottis on cough- 
ing or rapid breathing. Sarcomatous changes with- 
in the fatty tumor have been reported. 

The author reports the case of a white male, 45 
years of age, who complained of an intermittent 
choking feeling in the throat and the presence of a 
lump in his throat of 10 years’ duration. The oc- 
currence of choking had become more frequent, 
especially when lying with his head back and when 
cycling up hills. 
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On indirect laryngoscopy a smooth, rounded, 
pale yellow swelling was seen arising from the 
posterior part of the left aryepiglottic fold. It ex- 
tended medially, obscuring the view of the left 
vocal cord. 

Under local anesthesia the tumor was exposed 
by means of a Negus direct-vision laryngoscope. 
The slide was detached, the mass grasped with 
forceps, and a large portion was removed with a 
snare. A second application of the snare excised 
most of the residue. Bleeding distressed the pa- 
tient at this point and the remainder of the tumor 
was removed by indirect laryngoscopy in the sitting 
position. 

Recovery was uneventful. Microscopic examina- 
tion of the specimen removed revealed a lipoma. 

Joun R. Linpsay, M.D. 


Results of the Treatment of Cancer of the Larynx 
by X-Ray Therapy (Resultado del tratamiento del 
cancer de la laringe por la radioterapid). Frttx E. 
LEBORGNE. Arch. urug. med., 1950, 37: 508. 


The controversial subject of roentgen therapy 
versus surgery in laryngeal cancer is resolved by the 
author in a Statistical study of 186 cases treated be- 
tween 1933 and 1949. Preferential indication for 
roentgen therapy is alleged for cancer of the larynx, 
excepting scirrhus and very extensive carcinomas of 
the vocal cords, particularly of the necrotic excavat- 
ing types. Surgery is advised when x-ray therapy is 
not indicated, and is supplemental to irradiation 
when the latter is a failure. The author stresses the 
importance of experience, particularly in submitting 


to radiation the strictly required amount of tissue, 
which dissociates the treatment of the larynx from 
that of the lymph node chains. 

The 5-year rate cure in these cases was 27.5 per 
cent as compared with 31.1 per cent when supple- 
mental surgery was included. 

MIGUEL Drosinsky, M.D. 


Surgical Problems in the Treatment of Neoplasms 
of the Glomus Caroticus (Problemas quirargicos 
en las neoplasias del glomus caroticus). JOSE MARIA 
REMENTERIA. Cir. Cirujan., Mex., 1951, 19: 219. 


The presence of a slow-growing painless node in 
the upper lateral neck close to the hyoid of a patient 
occasionally exhibiting the Stokes-Adams syndrome 
suggests the diagnosis of carotid glomus tumor. The 
mass is usually movable laterally but cannot be 
moved vertically. It is compressible on digital pal- 
pation and re-expands readily. Frequently it causes 
some dysphagia, dyspnea, or both. 

X-ray therapy has been used but surgical excision 
seems to be the treatment of choice. The prognosis 
depends largely on the degree of surgical impairment 
of the carotid circulation. In anticipation of carotid 
ligation the author recommends daily exercise by the 
application of pressure over the carotid to the point 
of faintness. Arteriography is used to demonstrate 
the patency of the other carotid artery. 

An interesting case history is included and the 
details of surgical extirpation of these tumors are 
enumerated. The anatomy and physiology of the 
carotid glomus are reviewed. 

Tuomas LANE STOKEs, M.D. 

















BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Cerebral Venous Thrombosis; Its Occurrence; Its 
Localization; Its Sources and Sequelae. E. A. 
Stuart, F. H. O’Brien, and W. J. McNALLy. Ann. 
Otol. Rhinol., 1951, 60: 406. 


A clinical syndrome characterized by evidence of 
localized cerebral involvement manifested by focal 
palsies and seizures may occur as a complication of 
nasal sinus and middle ear disease, pulmonary dis- 
ease, and puerperal disease. Sixteen cases are pre- 
sented as examples of this syndrome, which is 
ascribed to cerebral venous thrombosis. 

The literature on cerebral venous thrombosis, 
particularly with reference to infectious processes, is 
reviewed with special attention to the anatomical 
relationships of venous drainage from various cor- 
tical areas. The cortical areas for the face, hand, and 
arm lie over the lateral convexity of the hemisphere, 
and these were the sites primarily involved in the 
focal seizures and palsies. In the region of the 
operculum the venous flow superior to the operculum 
must empty into the superior longitudinal sinus 
while that from below must drain into the Sylvian 
vein. Because of this division in the venous outflow 
the venous blood moves to and fro, making this site 
particularly vulnerable to thrombosis. The cortical 
veins may be thrombosed here without any throm- 
bosis of a major dural sinus. 

The pathological lesions produced by venous ob- 
struction are discussed. The authors believe that 
cerebral venous thrombosis, occurring either in the 
febrile states of infancy and childhood or as a com- 
plication of infections especially of the ears, nose, 
and throat during any decade, may be a cause for 
epilepsy, particularly of the focal type. Cortical 
venous thrombosis is the cause of cerebral damage 
during the febrile episode with gradual recanaliza- 
ticn of these veins. 

Upon reviewing 125 cases of brain abscess, it is 
concluded that although thrombosis of the cortical 
veins may occur and may play an important part in 
the pathogenesis of abscess in the brain, it is not 
often grossly demonstrated. 

The clinical syndrome presented here is not com- 
mon in the course of suppuration about the head. In 
Over 5,000 cases of acute sinusitis and otitis media, 
in a 25 year period, cerebral venous thrombosis oc- 
curred in about 0.2 per cent of the cases. About 
I.5 per cent of this same group of cases had second- 
ary brain abscess, so it must be emphasized that 
wherever signs of cerebral involvement are present, 
brain abscess must be regarded as the first considera- 
tion in differential diagnosis. However, with modern 
chemotherapy, suppuration may be arrested at an 
intermediate stage, and cerebral venous thrombosis 
may be encountered more often in the future. 
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The first step in treatment of cerebral venous 
thrombosis should be directed at the primary focus 
of the disease in the sinuses, middle ear, or mastoid. 
Recovery occurred in a number of earlier cases upon 
drainage of the disseminating site alone. Adequate 
chemotherapy should be used, but not to the exclu- 
sion of appropriate surgical measures. 

RIcHARD C. SCHNEIDER, M.D. 


T. G. Itttyp 
Lancet, Lond., 1951, 


Traumatic Intracranial Hematoma. 
James and E. A. Turner. 
261: 45. 

The authors have summarized and evaluated the 
results obtained in patients with traumatic intra- 
cranial hematomas, upon whom they operated over a 
3 year period, and have compared them with all such 
cases recorded in the coroner’s office during the same 
period. In view of the fact that the authors had such 
excellent surgical results, they were interested in 
learning why the large number of patients whose 
deaths were recorded died without benefit of sur- 
gery. 

Eleven patients with extradural hematomas were 
operated upon with only 2 deaths, and one of these 
was complicated by the finding at autopsy of an in- 
tracerebral hematoma besides the extradural hema- 
toma. During this same period there were 25 cases 
in the coroner’s series. The average length of life 
after injury, in the coroner’s group, was 21 hours, 
which is considered sufficiently long to permit some 
type of surgical intervention, if the diagnosis had 
been made. 

It is suggested that the following signs, especially 
the first two, be considered sufficient indication for 
immediate surgery: (1) a history of injury; (2) gen- 
eral signs of compression in the form of headaches, 
vomiting, restlessness, or lowering of the level of 
consciousness (and the operative word is “or’’); 
(3) inequality of the pupils; (4) bruising or edema of 
the scalp in the appropriate region, e.g., the temporal 
fossa, and the scalp may have to be shaved before 
this is apparent; (5) radiological evidence of a frac- 
ture of the skull, usually in the squamous temporal 
bone. 

The operation usually consisted of burr hole ex- 
ploration with enlargement with rongeurs. If con- 
tinued venous oozing occurred, the dura was sutured 
to the temporal fascia. 

Subdural hematomas were divided into: the acute 
group, which consisted of patients operated upon or 
who expired within 48 hours of injury; the subacute 
group consisting of patients operated upon or who 
expired within 7 days of injury; and the chronic 
group consisting of patients who lived for more than 
7 days. During the period of this compilation of 
cases, the authors had only 8 cases, all of which were 
chronic subdural hematomas. Only 1 of these 8 pa- 
tients died, whereas, in the same period of time there 
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were 11 deaths in the coroner’s series and only 1 of 
the patients had been operated upon. It is recog- 
nized, however, that the acute and subacute group 
carry a much greater mortality rate, even with early 
operation. The authors discuss, briefly, the theories 
of formation of chronic subdural hematomas and the 
probability that the hematomas enlarge by osmosis. 

Despite the factor of unavoidable delay in making 
the diagnosis, the main cause for the great number of 
cases in the coroner’s group is believed to be lack of 
appreciation of the clinical picture, and of the fact 
that danger signals such as pupillary dilatation call 
for urgent action. It is also pointed out that recogni- 
tion of these signs does not require a great deal of 
neurologic acumen, but only recognition of the very 
simple signs previously mentioned. Certainly, cases 
of head injuries with any change of mental conscious- 
ness should warrant surgical exploration, since the 
danger of surgery per se is extremely slight. 

Jack S. Wootr, M.D. 


Gigantic Medullary Glioepithelioma (Glioepitelioma 
medular gigante). A. H. SCHROEDER, R. ARANA, J. 
Mepoc, and M. D. Botinetit. An. Fac. med., 
Montev., 1951, 36: 1. 


There exists in the medical literature a very small 
number of publications with respect to an intra- 
medullary tumor of enormous proportion which was 
extirpated with good results. 

The patient was a 39 year old married woman who 
had begun, 2 years previously, to suffer pains in the 
neck and superior extremities of a radicular or seg- 
mentary type. A year later, following the birth of a 
child, there was diminution of power in the hands 
and in the lower extremities. Later the motor trou- 
bles improved, but the patient began to suffer sen- 
sory disturbances, principally of thermic nature, and 
pain, which gradually became worse. Only once in 
the course of the disease was there a transient 
sphincter disturbance (retention of urine). 

Examination at the time of the patient’s reception 
at the clinic disclosed pain on pressure over the third, 
fourth, and fifth cervical spinous processes. This 
pain was provoked also by flexion and extension of 
the neck, and irradiated to the vertex of the head 
and to the left scapular region. 

Over the involved segments there was marked 
sensory disturbance. These disturbances were of the 
suspended anesthetic, or syringomyelic type, that is, 
loss of thermal and pain sensations with preservation 
of sensation for blunt instruments. In the lower ex- 
tremities there was observed a paretic-spastic type 
of motor disturbance which permitted walking with 
difficulty. In the upper extremities were diminu- 
tion of motor force and osteotendinous loss of re- 
flexes. Taking cognizance of these characteristic 
disturbances, the diagnosis was hazarded of intra- 
medullary tumor. 

Myelography, both ascending and suboccipital, 
finally showed the borders of the tumor as extending 
from the third cervical, to the seventh dorsal verte- 
bra. The laminectomy was consequently extended 





from the second cervical to the eighth dorsal verte- 
bra; the spinal cord, which was in places stretched 
over the tumor to the point where it was merely a 
thin lamina, was split down the midline and the 
tumor was permitted to herniate out. The tumor 
mass, starting at the lower end, could be freed from 
the nerve tissues of the cord by gentle manipulation 
with cotton pledgets held in the fingers. The lower 
end, after freeing, was grasped by a pair of pliers and 
raised and separated away from the cord tissues up- 
wards without serious difficulty. The upper end was 
thickened and deposited in a sort of cupula at the 
upper end; however, this mass could also be evacu- 
ated cleanly; the coverings of the cord were gently 
brought back together and stitched with fine sutures 
in the midline and the whole wound closed without 
drainage. 

Postoperatively the diminished power began im- 
mediately to recuperate, the tendino-osseous re- 
flexes in the upper extremities returned and even be- 
came exaggerated on the right side, and spontaneous 
movements became possible in the toes. Six months 
later the patient was able to take a few steps with, or 
even without, support. Exaggerated reflexes and 
considerable spasticity had, however, appeared. The 
sensory disturbances had reacted to a marked extent 
(see schemas in original text). 

The histologic test was typical for glioepithelioma 
(Del Rio Hortega). The stromal tissues were scarce, 
the blood vessels numerous and congested. The tu- 
mor parenchyma was shot through by small cavita- 
tions, in places representing mere clefts, partially 
filled with an albuminous substance and bordered 
by a thick cuticular border-appearing substance 
which seemed made up largely of fibrillar (in part 
thickened) extensions of the rosette arrangement of 
parenchymal cells. These cells had many of the 
characteristics of epithelial cells; they were prismatic 
in shape, with oval nuclei evidencing a granular, ir- 
regularly disseminated chromatin. These nuclei 
presented in the outer pole a nucleolus, and, in the 
inner pole towards the lumen of the cleft, a fine ex- 
tension forming the odd, thick, cuticuloid border 
mentioned above. 

In some places the parenchymal element was not 
so uniform. The rosettes were more irregular or were 
absent, the cells tending to be more of a gliomatous 
character, sending long filaments to intertwine with 
the supportive stroma of mesenchymal tissues, and 
tending to surround the blood vessels. Some of these 
cell groups were irregularly dispersed or irregularly 
grouped. 

There remains to discuss the choice of nomencla- 
ture for this tumor. Only 2 other reported tumors of 
this nature have been found which resemble the tu- 
mor here described in all its characteristics. The 
one tumor was reported by Cushing, the other by 
Horrax. Bailey and Cushing designated this type of 
tumor “ependymoma.” However, the authors pre- 
fer the term “glioepithelioma of Rio Del Hortega,’’ 
since it indicates the origin of the neoplasm from glial 
cells, and its tendency to strive towards epithelial 

















cell characteristics. They even express surprise that 
Percival Bailey and Harvey Cushing, who have 
shown themselves otherwise as such staunch sup- 
porters of the cytogenic classification of tumors, 
should retreat behind the screen of an anatomo- 
topographical designation such as the ependymoma 
(which term merely indicates that the neoplasm has 
arisen from the ependyma) for this class of tumors 
which have particular and specific structures. 
Joun W. BRENNAN, M.D. 


SYMPATHETIC NERVES 


Physiologic Principles Underlying the Treatment 
of High Diastolic Hypertension by Thiocy- 
anates and Sympathectomy. LoyaL Davis, 
JOSEPH TARKINGTON, and RoBEeRT K. ANDERSON. 
Ann. Surg., 1951, 133: 867. 

Davis and various collaborators have previously 
pointed. out that sympathectomy alone has not been 
successful in obtaining a permanent reduction in 
blood pressure in the hypertensive patient with high 
diastolic pressure; however, they have shown that 
following sympathectomy thiocyanates become 
much more efficacious. In order to elucidate this 
problem the authors have studied changes in the 
distribution of the lipids in the adrenal cortex in 
man and in experimental animals. 

Experimental hypertension was produced in dogs, 
with the use of Goldblatt clamps. Thiocyanate 
blood levels were correlated with the clinical blood 
pressure study and with histologic studies of the 
adrenal cortex, both before and after sympathec- 
tomies. The number of animals used in the experi- 
ment is not given. It is shown, however, that ap- 
parently the dog was unable to be maintained on a 
sufficiently high blood level of thiocyanate to main- 
tain a satisfactory level of blood pressure. Following 
a bilateral thoracolumbar sympathectomy, and 
after a period of several months, a lower blood pres- 
sure could be satisfactorily maintained with thio- 
cyanates. 

It is shown that the administration of thiocyanates 
resulted in a definite depletion of lipid granules in 
the three layers of the adrenal cortex; the depletion 
was most marked in the zona glomerulosa. Similar 
changes in the distribution of the lipid granules of 
the adrenal cortex also occurred in patients with 
essential hypertension, and depletion was more 
marked after a bilateral thoracolumbar sympathec- 
tomy had been performed. These changes, of course, 
were studied only in dogs. 

Other experimental procedures directed toward 
partial occlusion of the portal vein and removal of 
the adrenal glands have shown a depletion of the 
lipid granules particularly in the zona fasciculata 
and reticularis, with only a relative mild depletion 
in the zona glomerulosa. It is suggested that the 
hypotensive result of these procedures is on a 
different mechanism. 

Hence, it is observed that the effect of thiocyanates 
and sympathectomies is principally upon the 
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glomerulosa layer in the adrenal cortex. This bears 
out the authors’ earlier clinical assumption that the 
combination of sympathectomy and the adminis- 
tration of thiocyanates is the optimal management 
of the hypertensive patient with a high diastolic 
pressure. Jack I. Wootr, M.D. 


Effect of Extensive Sympathectomy upon Blood 
Pressure Responses and Levels. GerorcE P. 
WHITELAW and REGINALD H. SMITHWICK. Angi- 
ology, 1951, 2: 157. 

In evaluating hypertension it is important that 
basal levels of blood pressure be obtained. The au- 
thors have used the cold and postural test to measure 
the pressure in the “ambulatory” state, i.e., on first 
being admitted to the hospital, and also in the ‘‘rest- 
ing” condition, which means after 2 days of bed rest. 
Comparisons are then made of the reading in the 
preoperative horizontal “resting” state with the 
“ambulatory” postoperative state since patients are 
not admitted to the hospital for check-up examina- 
tions. In calculating the results the systolic pressure 
reading was completely ignored and only the diastolic 
reading was used. 

When checking the findings the patients were 
placed in three categories: (1) markedly lowered 
diastolic pressure, 20 points or more drop; (2) slightly 
lowered, 10 to 19 points; (3) same or worse. Evalu- 
ation of 500 cases for 1 year or more postoperatively 
showed that 36 per cent had markedly lowered pres- 
sure, and 31 per cent had slightly lowered pressure, 
giving a total of 67 per cent with favorable results. 
On following 307 cases for a period of 5 years, it is 
interesting to note that 57 per cent maintained 
lowered diastolic levels. 

In evaluating 466 surgical cases and 161 unoper- 
ated ones, each group was placed into four categories 
according to the degree of cardiovascular involve- 
ment. The patients operated upon in the “blood 
pressure reduced” group had a significantly higher 
survival rate than those in the “‘blood pressure not 
reduced” group and in the unoperated group. Also, 
those individuals classified as having moderate car- 
diovascular damage, who were operated upon and 
did not have a reduction in blood pressure, had a 
significantly higher survival rate than the corres- 
ponding unoperated patients. The authors empha- 
size the great importance of comparing patients with 
the same degree of cardiovascular involvement. In 
general, it would appear that the higher the diastolic 
pressure is preoperatively, the more susceptible it is 
to lowering by an operation. 

The course of the patient with the “essential” type 
of hypertension is one of progression from the normo- 
tensive hyperreactor state to sustained hypertension. 
The neurogenic factor plays a prominent role, and it 
has been demonstrated that removal of the splanch- 
nic and sympathetic nerves is capable of reversing 
the disease process. It is believed that the neurogenic 
factor is then removed. However, there may be other 
factors at work, either humoral or mechanical. The 
former is illustrated by cases of pheochromocytoma, 
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and the latter by the cases with arteriosclerotic 
plaques in the renal artery with associated shrunken 
kidneys, causing a Goldblatt phenomenon. Prob- 
ably, each of the latter types accounts for 1 per cent 
of the entire hypertensive group, and therefore 
actually constitutes a small part of the problem. 
RIcHARD C. SCHNEIDER, M.D. 


MISCELLANEOUS 


The Phenomenon of Hyperreactivity: Definition 
and Illustrations. RrEcinALo H. SmitHwick and 
CHARLES W. ROBERTSON. Angiology, 1951, 2: 143. 


The purpose of this article is to discuss the phenom- 
ena of hyperreactivity as judged by the blood pres- 
sure of patients during the postural and cold blood 
pressure test. Hines and Brown originally accumu- 
lated considerable data concerning the blood pres- 
sure response to stimulation resulting from immer- 
sion of one hand in ice water for a prescribed period. 
The authors included this test with their own ex- 
amination which checked the blood pressure with 
relation to posture. These methods of testing are 
described in detail, and were performed in connec- 
tion with the study of the effect of various forms of 
sympathectomy upon the levels of the blood pres- 
sure. 

The criteria for hyperreactivity are: (1) a diastolic 
pressure when standing, which is 25 mm. or more 
greater than when lying down; (2) a rise in blood 
pressure in excess of 20/15 mm. detected at 30 or 
60 seconds during the immersion of one hand in ice 
water for one minute. (The latter was based on the 
work of Hines and Brown). 

It was calculated that 8 per cent of normals, 16 
per cent of the patients with transient hypertension, 
and 14 per cent of the subjects with continued hyper- 
tension hyperreacted in the upright position. Of 
normotensives, 18 per cent hyperreacted to cold in 
the horizontal position, and 14 per cent in the upright 
position. Comparable values for transient hyperten- 
sives were 56 per cent and 45 per cent, while those for 
continued hypertension were 60 per cent and 46 per 
cent. If both tests are evaluated together it can be 
said that abnormal reactions to any of the tests were 





noted in 27 per cent of the normal group, in 72 per 
cent of the transient, and 70 per cent of the con- 
tinued hypertensives. Therefore, the percentage of 
hypertensives who responded abnormally to the pos- 
ture test was about twice that for normals. Ap- 
proximately three times as many hypertensives re- 
sponded abnormally to cold as did those with normal 
blood pressure. 

The percentage of hyperreactors to cold among 
normal individuals is comparable to that noted by 
Hines and Brown, but the percentage of hyperten- 
sives hyperreacting to cold is much lower probably 
because the individuals tested by the authors were 
not at the same basal level. 

It is emphasized that there are certain hyperten- 
sive patients who do not respond abnormally to one 
or more of these stimuli. In general, the authors feel 
that their studies have shown an abnormal response 
to the upright position, which is an important factor 
in certain patients. 

The effect of thoracolumbar splanchnicectomy 
upon hyperreactivity is almost identical in patients 
with transient and continued hypertension. The 
effect is most marked upon the postural response and 
upon the response to cold in the upright position. 
The transient hypertensives had a drop from 16 per 
cent preoperative hyperreactivity to 1 per cent 
postoperatively on posture test, and from 45 per 
cent to 24 per cent respectively on the cold test. The 
continued hypertensives exhibited a drop from 14 
per cent hyperreactivity preoperatively on the basis 
of posture to 2 per cent postoperatively, and a 46 
per cent to 24 per cent reduction from preopera- 
tively to postoperatively on the cold test while 
standing. There is a slight but definite reduction 
in the percentage of cases of hyperreactivity to cold 
in the horizontal position and the number who react 
to any stimuli after operation. 

The authors believe that most patients with essen- 
tial or malignant hypertension are hyperreactors and 
that this phenomenon is a factor of importance in the 
development of hypertensive cardiovascular disease. 
It seems likely that most patients who show these 
changes were once normotensive hyperreactors. 

RicHarp C. ScHNEIDER, M.D. 
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CHEST WALL AND BREAST 


Cancer of the Breast; The Invalid Evidence for Faith 
in Early Treatment. N.E. McKinnon. Canad. J. 
Pub. Health, 1951, 42: 218. 


As the faith that early treatment can control 
breast cancer mortality clashes with the failure of 
earlier treatment to reduce that mortality, scrutiny 
of the evidence which seems to support that faith 
is necessary. 

The fallacy of the evidence which has _ been 
drawn from invalid comparisons of dissimilar cases 
has already been exposed, as has the fallacy of in- 
terpreting high cure rates in Stage I cases as evi- 
dence of the value of early treatment. Another 
type of evidence is a decrease in the survivals in 
relation to increasing pretreatment duration. Such 
a decrease in survivals related to increase in dura- 
tion is found in untreated cases. When found in 
treated cases, however, it cannot be credited to 
treatment, and does not provide sound evidence 
of the superiority of early treatment. 

In representative analyses, which purport to 
provide evidence of the superiority of early treat- 
ment, the data can be consistently interpreted as 
further evidence that the type of cancer rather 
than the pretreatment duration or type of treat- 
ment determines the outcome and, in fatal cases, 
its time. 

The contention that treatment generally and 
materially prolongs life, when it does not cure, is 
based on speculation, is incompatible with other 
findings, and is inconsistent with the practically 
universal custom of withholding radical treatment 
when remote metastases are already manifest. 

The evidence examined has failed to provide any 
sound support for the faith that early treatment 
can control breast cancer mortality. Such faith, 
unsupported by fact, is a poor basis for clinical 
practice, public health policy, and the attendant 
propaganda. SAMUEL Kann, M.D. 


Carcinoma of the Breast; Clinical Observations and 
Results of Treatment (Karcinom dojke; klini¢ka 
zapaZanja i rezultati lijecenja). ZpDENKA DELAK- 
FREZANI. Acta chir., Zagreb, 1951, 2: 177. 


The author presents 296 cases of breast cancer. 
His article is based on observations made at the 
Surgical Hospital of the University of Zagreb, Jugo- 
slavia, during the years from 1937 to 1948. The ma- 
terial observed before this period (1922 to 1937) was 
reported by Gjankovi¢ in 1937. This was the period 
during which only radical excision was performed in 
cases of mammary carcinoma. Of course, surgery 
alone also has been resorted to since 1937; however, 
in the vast majority of these patients (230 cases), 
postoperative irradiation therapy has been supple- 
mented. In all operations at this hospital the ampu- 
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tation has been done according to the technique of 
Rotter. 

With the use of radical amputation and postoper- 
ative irradiation therapy, the author reports 78 per 
cent of 3 year survivals, 50 per cent of 5 year sur- 
vivals, and 30 per cent of ro year survivals in pa- 
tients classed as Steinthal I. In patients classed as 
Steinthal II, the respective percentages of the 3, 5, 
and tro year survivals were 42, 32, and 12 per cent. 
These percentages are considered to be about 15 per 
cent higher in the Steinthal I patients and about 16 
per cent higher in the Steinthal II patients than 
those reported by Gjankovié in 1937. 

It is admitted that this improvement in results, as 
indicated by the above figures, is not sufficiently 
revolutionary to postulate participation of the post- 
operative roentgentherapy in the results obtained; 
however, the author thinks it is only logical to 
ascribe the improvement to the supplemental roent- 
gen therapy rather than to other factors of a less 
evident nature; also, from his perusal of the world’s 
literature on the subject, he is encouraged to propose 
that irradiation therapy may be responsible for the 
improvement in results. For instance, Pfahler as- 
serts that postoperative irradiation in breast cancer 
will double the rate of 5 year survivals. 

In 2 cases, the breast cancer developed in pregnant 
women, and these were rapidly fatal. In 1o in- 
stances a recurrence in the operative scar was re- 
moved at reoperation and 2 of these patients are 
still living after more than 5 years. The author’s ma- 
terial substantiates the general opinion of the profes- 
sion, that although the majority of recurrences in the 
scar will take place within the first year after oper- 
ation, yet the patient is not free from this danger for 
a number of years after the operation. The author 
reports one instance of a woman in whom a local re- 
currence developed in the supraclavicular fossa 12 
years after the operation. In all, there were 56 local 
recurrences; however, all but the 10 mentioned as 
having undergone reoperation were referred to the 
Roentgenologic Institute, and the results will be 
reported later from there. 

Joun W. BRENNAN, M.D. 


Carcinoma of the Breast; Results of Treatment, 
1935-1942. C. D. HaacENsEN and A. P. Strout. 
Ann. Surg., 1951, 134: 151. 

A study of the results of the treatment of breast 
carcinoma, in the Presbyterian Hospital, New York, 
during the years from 1935 to 1942, shows that the 
local recurrence rate following radical mastectomy 
has decreased, and that both relative and absolute 
cure rates have improved. The continued improve- 
ment has been due partly to the tendency of surgeons 
to rely more upon surgery and less upon radiation, 
and to adopt a more radical and more meticulous 
operative technique. The more critical selection of 
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cases for radical mastectomy has also favorably in- 
fluenced the cure rates. 

Women of all age groups, who are in good enough 
general condition to run the risk of operation, should 
be treated by radical mastectomy, except as follows: 
(1) when extensive edema of the skin over the breast 
is present; (2) when satellite nodules are present in 
the skin over the breast; (3) when intercostal or 
parasternal tumor nodules are present; (4) when 
there is edema of the arm; (5) when proved supra- 
clavicular metastases are present; (6) when the 
carcinoma is the inflammatory type; (7) when dis- 
tant metastases are demonstrated; (8) when any 
two or more of the signs of localized advanced car- 
cinoma are present: (a) ulceration of the skin; (b) 
edema of the skin of limited extent—less than one- 
third of the skin over the breast involved; (c) fixa- 
tion of the tumor to the chest wall; (d) axillary 
lymph nodes measuring 2.5 cm. or more in trans- 
verse diameter, and proved to contain metastases 
by biopsy; and (e) fixation of axillary lymph nodes 
to the skin or the deep structures of the axilla, and 
proved to contain metastases by biopsy. 

These criteria of operability seem to be a reliable 
guide for the selection of patients with breast car- 
cinoma for radical mastectomy. 

SAMUEL Kaun, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Tracheotomy in Tetanus. EmAnvEL HErzon, 
EpcGar KILLIAN, and SAMUEL J. PEARLMAN. Arch. 
Otolar., Chic., 1951, 54: 143. 

The authors report 6 cases of tetanus in which 
tracheotomy was necessary for the patients’ survival. 
They call attention to respiratory failure as a pri- 
mary factor in the mortality of this disease, the 
historical background, pathology, the pathologic 
physiology of tetanus, and the after care of the 
tracheotomized patient. 

The pathogenesis of tetanus is still in doubt. The 
theories of Meyer and Ranson and of Courmont- 
Doyon and Abel are reviewed and discussed together 
with the newer theory of a chemical causation. It is 
probable that the true nature of the pathogenesis is 
a composite of these. The effect of tetanus on the 
central nervous system is essentially toxic and not 
inflammatory. The cellular alterations are reversible. 

Difficulty of respiration in the patient with this 
disease is discussed under the headings of (1) periph- 
eral neuromuscular dysfunction; (2) central or brain 
stem dysfunction; (3) mechanical obstruction; (4) 
chemical physiological alteration; and (5) secondary 
pulmonary complications. Usually, all of these con- 
ditions are present in the patient requiring tracheot- 
omy. 

The indications for tracheotomy are considered 
to be (1) prolonged spasm of the muscles of respira- 
tion, (2) absent cough reflex, (3) absent swallowing 
reflex, (4) laryngeal obstruction, (5) secretion in the 
tracheobronchial tree, (6) tongue trauma, and (7) 
coma. It is believed that tracheotomy should be 


instituted before irreversible respiratory decompen- 
sation occurs. 

Proper after-care of the tracheotomized patient 
is a necessity. Elevation of the foot of the bed to 
25 degrees from the horizontal is used, and the pa- 
tient is tied to the foot of the bed. Frequent aspira- 
tion of the tube is important. Nutrition must be 
maintained and dehydration controlled. All other 
means of therapy are used in addition. The danger 
of oversedation is stressed. 

Donatp C. Geist, M.D. 


Tracheostomy in Botulism and Residual Polio- 
myelitis. Henry B. Orton. Ann. Otol. Rhinol., 
1951, 60: 485. 

Orton describes 3 cases of botulism occurring in 
the same family, due to infected home-canned pep- 
pers (a 25 year old female, a 52 year old male, and a 
61 year old male). Both males died the second day 
following their admission to the hospital with respira- 
tory and pharyngeal paralysis. The female became 
progressively worse, and on the sixth post-admission 
day showed clouding of the right half of the chest, 
labored respiration, and cyanosis. Following bron- 
choscopic aspiration and removal of a good deal of 
mucus, a tracheostomy was performed with slow but 
continuous improvement and eventual recovery. 

A 17 year old male patient had a tracheostomy for 
bulbar poliomyelitis with left vocal cord and palatinal 
paralysis. Nine months later he developed pneu- 
monia complicated by nearly universal subcutaneous 
emphysema and severe respiratory embarrassment. 
The emphysema was relieved by a cervical mediastin- 
otomy and Wangensteen suction, and 2 days later by 
tracheostomy with immediate improvement and 
eventual recovery. The patient’s inability to clear 
his trachea before the tracheostomy, and successful 
clearing following tracheotomy was striking. 

Frep W. S. Mopern, M.D. 


Resection of the Tracheal Carina, With and With- 
out Associated Pneumonectomy. Experimental 
Study (La resezione della carena tracheale isolata e 
in associazione a pneumonectomia. Ricerche speri- 
mentali). V. STAUDACHER and O. SANpRI. Chirurgia, 
IQ51, 6: 105. 

The authors performed resection of the carina in 
30 dogs. These experiments were inspired by the 
occasional finding of primary or secondary carcino- 
ma of this region in man, which to date precluded 
surgical extirpation. 

When associated with pneumonectomy, which 
would be necessary for bronchiogenic carcinoma 
secondarily involving the carina, two methods were 
tried. The two-stage method consisted of first pass- 
ing a balloon catheter for oxygenation into the main 
bronchus of the lung to be sacrificed. The opposite 
bronchus was then severed and anastomosed, end-to- 
side and intima-to-intima, to the trachea above the 
carina. The carinal stump was closed. At a second 
stage the lung opposite the anastomosed bronchus, 
as well as the carina was resected, the distal trachea 
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being closed off with interrupted sutures. The sec- 
ond stage was not well tolerated by the dogs. A one- 
stage method was also used, which required cathe- 
terization of the good bronchus and temporary ex- 
trathoracic catheterization of the bronchus to be 
sacrificed, and provided airways to both lungs. The 
bronchus to be removed was then severed between 
the temporary catheter and the carina, and both 
ends were sutured. The carina was then cut out and 
the good bronchus was anastomosed end-to-end to 
the trachea over the balloon catheter. The oppo- 
site lung was then removed. 

When pneumonectomy was not done, the carina 
was resected and either bilateral end-to-side anas- 
tomoses or end-to-end anastomosis on one side and 
end-to-side anastomosis on the other were done. 
This required shifting the oxygenating catheter 
from one side to the other during the procedure. 

The dogs were followed up with bronchograms. 
The mortality due to breakdown of the suture line 
in the various groups ranged from o to 30 per cent. 
The end-to-side anastomoses were less satisfactory 
because of the technical difficulty and the progres- 
sive postoperative constriction. 

In the discussion, the authors point out that little 
harm is done to the bronchial tree because of the sev- 
ering of the bronchial arteries; however, the damage 
to the nerve supply remains to be worked out. It 
would be important in the human being to know 
what would happen to the ciliary action of the mu- 
cosa, and especially to the nervous mechanism 
which controls the dilatation and constriction of the 
bronchi and their smaller branches. 

N. CurisTIAN MEYER, M.D. 


Experimental Reconstruction of Tracheal and 
Bronchial Defects with Stainless Steel Wire 
Mesh. Rosert M. BucHer, W. Emory Burnett, 
and GEorGE P. RosemMonp. J. Thorac. Surg., 1951, 
235872. 

The method of repair of tracheal and bronchial 
defects which is described has been used in a number 
of experimental animals and in 2 clinical cases. The 
results obtained in the cervical trachea are rather 
encouraging. There were no deaths due to the type 
of procedure used, and regeneration of the tracheal 
wall and mucosa seemed to be satisfactory, at least 
functionally. The wire mesh became an integral 
part of the regenerated segment and maintained it 
in good functional position as a semirigid tube. In 
some cases there was an overgrowth of fibrous tissue 
along the anterior wall, which occasionally produced 
a minor degree of obstruction. This seemed to occur 
only in those cases in which an entire segment was 
resected; it is quite possible that clinically such 
redundancy could be corrected by endoscopic cau- 
terization. In the 2 clinical cases, the method seemed 
to work well. 

There are several possible clinical applications. In 
cases of malignancy involving the tracheal wall, the 
wall could be resected and reconstructed. The 
method may be of benefit in the closure of tracheal 
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fistulas. It may also be applied in cases of tracheal 
stenosis, in which the entire segment could be 
excised and then reconstructed. 

The results with the use of this method in the 
thoracic trachea were disappointing, since there were 
only 2 survivors in this experimental group. How- 
ever, nearly all deaths were due to leakage, and, 
since the dog has an unstable mediastinum, even the 
most minute leak is fatal. It is possible that con- 
tinuous aspiration, until sealing, could be under- 
taken in the human patient, as is done after some 
segmental lobectomies, or for bronchopleural fistula 
following lobectomy. In the 2 animals that sur- 
vived, the result was entirely satisfactory. 

The use of this method of repair cannot, at 
present, be advocated for the repair of defects of the 
human thoracic trachea, yet some possible applica- 
tions may be postulated. The most obvious use of 
the method is in malignancy, to permit a wider re- 
section and reconstruction of the trachea which had 
been sacrificed. It is conceivable that it may be 
used in bronchial lesions such as stenosis, by re- 
secting either an entire segment or a part of the 
circumference of the stenotic area, and reconstruct- 
ing an adequate conducting passage. Wire recon- 
struction might also be used to reinfcrce an area of 
softening and erosion of a bronchus, due to com- 
pression by adjacent large lymph nodes. 

The obvious advantage of the wire mesh over an 
intraluminal tube is that it more closely approxi- 
mates the function of the tracheal cartilages, and is 
a part of the regenerated wall rather than a foreign 
body within the tracheal lumen. The obvious dis- 
advantage is that the wire mesh repair is more 
difficult and time-consuming. It may be that a 
combination of the two methods would be more 
effective in the thoracic trachea. An intraluminal 
tube could be used to carry the patient over the 
time necessary for obtaining complete airtightness 
by fibrosis, and then could be removed, leaving the 
wire mesh imbedded in the new wall, and prevent- 
ing later cicatricial contraction. 

SAMUEL Kaun, M.D. 


The Surgical Treatment of Pure Pulmonic Stenosis. 
WittiAM H. MULLER, Jr., and WiLttAm P. Lonc- 
MIRE, JR. Surgery, 1951, 30: 275. 

Pulmonary stenosis without other associated car- 
diac anomalies is relatively rare and involves the 
valve cusps rather than the infundibulum, as fre- 
quently occurs in the tetralogy of Fallot. The diag- 
nosis is made when isolated right heart strain or 
failure is found, especially when cardiac catheriza- 
tion of the right side of the heart indicates a high 
intraventricular pressure and low intra-arterial pres- 
sure in the pulmonary artery. Cyanosis may be 
present if the foramen ovale is patent. Ausculta- 
tory, electrocardiographic and angiocardiographic 
studies aid in diagnosis and differentiation from 
other cardiac diseases. 

Operative relief of this stenosis is obtained by 
dilatation of the valve with a valvulotome designed 
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by the authors. After exposure of the heart by a 
left-sided incision through the third interspace the 
curved instrument is inserted through the wall of 
the right ventricle, into the pulmonary artery. 
Dilatation is produced by wires which expand in 
basket fashion out of the shaft of the instrument 
when pressure is exerted on the handle. 

Three cases in which pulmonary valvulotomy was 
successful are presented. Follow-up periods were 
short. Rosert L. Craic, M.D. 


Experimental Studies on the Pathogenesis of Pul- 
monary Atelectasis; Atelectasis in the Ener- 
vated Lobe (Ricerche sperimentali sulla patogenesi 
dell’atelectasia polmonare; atelectasia in lobi ener- 
vati). C. Cotomso, E. BEATRICE, and L. RULIA. 
Chir. torac., 1951, 4: 223. 


Through a transpleural thoracotomy on the right 
side of 8 dogs, the lower lobe of the left lung was 
removed and then reimplanted by suturing the 
bronchial stumps together and reuniting the blood 
vessels individually over a cannula of vitallium 
(Blakemore). 

Thirteen other dogs were used as controls. In to 
of these the bronchus to the left lower lobe was 
ligated, and in 3 the bronchus was blocked, without 
injury to the nerve supply, with a “blocker.” 

In all of these animals, then, the production of 
atelectasis, with and without the aid of hypoventila- 
tion as produced by the anesthetic apparatus, was 
studied with reference to the time required, and the 
degree and character of the atelectasis obtained 
was observed histologically. 

In general it was found that the enervation of the 
lobe as described did not modify in any manner the 
appearance of the atelectasis produced by the pul- 
monary hypoventilation and the bronchial obstruc- 
tion, so long as the ventilation and blood circulation 
of the removed lobe could be re-established intact. 

It would appear, therefore, that the intactness of 
the extrinsic nervous system is not a necessary factor 
in the development of pulmonary atelectasis. The 
authors conclude that pulmonary atelectasis is sim- 
ply to be considered as a function of the absorption 
by the blood stream of the air contained in the 
alveolar cavities and excluded from the ambient at- 
mosphere. 

However, this conclusion is not meant to exclude 
explicitly the vegetative nervous system from any 
participation in the clinical symptoms of atelectasis. 
As a result of the action of this nervous system in the 
depth of respiration, in bronchospasm, in broncho- 
paralysis, in the control of the cough reflex, the vi- 
bratory activity of the cilia, and the viscosity of the 
mucus, the conditions for bronchial occlusion are 
prepared. Of course, in the reimplanted lung lobe, 
the intrinsic nervous supply is still intact (bronchial 
nervous ganglia, vasomotor nerves, and _ broncho- 
motor nerves), and its participation in the genesis of 
atelectasis presents a difficult problem for solution. 
The authors attempted to gain what information 
they could in this matter by injecting novocain 





(10 c.c. of 1% solution) into the blood stream of the 
reimplanted lobe. There were no detectable varia- 
tions of the results obtained from those of the other 
experiments. Joun W. BRENNAN, M.D. 


Twenty Years’ Experience with Surgical Treatment 
of Pulmonary Tuberculosis. JoHan Hotst. Edin- 
burgh M.J., 1951, 58: 349. 


The material forming the basis of this report con- 
sists of 1,445 patients with pulmonary tuberculosis 
for which thoracoplasty was performed in 888, extra- 
pleural pneumothorax in 459, and pulmonary resec- 
tion in 108 during a 20-year period. The majority of 
operations were carried out by the author. He was 
especially concerned in the development of princi- 
ples and a technique for selective thoracoplasty 
whereby the apicoposterior segment of the upper 
lobe could be collapsed. This was effected by extra- 
pleural apicolysis or pneumonolysis with modeling of 
the thoracic dome into a new shape fitting as a roof 
or shelf over the collapsed apex, the latter procedure 
also preventing re-expansion. 

Re-expansion, however, ensued in so per cent of 
the cases in which little peripleuritic reaction was 
present, and extrapleural pneumonolysis and rib re- 
section were performed simultaneously. Further 
studies showed the problem of rib regeneration could 
be almost completely solved and re-expansion could 
be prevented by performing the operation in two 
stages, or by leaving the periosteum in contact with 
the lung, as shown by Semb. 

The present routine technique of thoracoplasty 
with extrapleural apicolysis consists of extensive re- 
section of the first three ribs with decreasing seg- 
ments of the lower ribs if the pleura is thick and ex- 
tensive infiltration of the lung exists. When the lung 
and pleura are soft, little of the second and following 
ribs is removed anteriorly to avoid paradoxical res- 
piration, re-expansion, and lung herniation. In suit- 
able cases with not too large or too superficial cavities 
and not too much peripleuritic reaction, the ribs are 
not resected but merely severed. Extrapleural strip- 
ping is carried out and the severed periosteum and 
intracostal bundles are fashioned as a lid over the 
collapsed lung segment. Re-expansion at the medi- 
astinal and posterior aspect of the apex is guarded 
against by suturing the periosteum of the first rib to 
the mediastinal pleura. Fragmentation and place- 
ment of the first rib on the vulnerable site also pre- 
vents re-expansion. 

Paradoxical movements following excision of sev- 
eral ribs can be controlled after one-stage operations 
by one of two methods: the severed ribs are united 
by suture over the collapsed lung, and coverings or 
the stripped second rib is bent downward, if the 
cartilage permits, over the third, fourth, and pos- 
sibly fifth ribs which, like the second rib, are severed 
posteriorly. The first method appears to have a 
large field of usefulness in cases of well localized cavi- 
ties surrounded by soft pulmonary tissue and thin 
pleura. In cases of cavities near the surface the ribs 
should, at least partly, be resected over the cavity. 




















If the cavities are in the apex, the second modifica- 
tion may be preferred. Experience with either has 
been limited. 

Extrapleural pneumothorax is used in special cases 
less suitable for thoracoplasty, or as a preliminary 
first stage before thoracoplasty. 

Whether and to what extent pulmonary resection 
should take over some of the indications which until 
now have been those for the collapse operations can- 
not be decided until further experience has been 
gained. In cases resistant to collapse operations, pul- 
monary resections combined with antibiotics and 
chemotherapy have opened new and important 
fields in treatment. Davi H. Lynn, M.D. 


Mucoid Impaction of the Bronchi. 
SHAW. J. Thorac. Surg., 1951, 22: 149. 


Mucoid impaction of the bronchi appears to be 
a clinical entity usually occurring in patients suf- 
fering from asthma or chronic obstructive bron- 
chitis. It is caused by localized mucus inspissated 
usually in the bronchi of second order. Increase in 
size of the impaction causes compression of the 
neighboring bronchi. Dilatation of the bronchial 
wall is followed by infection with the infiltration of 
lymphocytes and eosinophiles and destruction of 
the cartilaginous elements of this structure. The 
mucosa of the bronchus undergoes squamous meta- 
plasia and suppuration of the nonputrid variety 
proceeds beyond the blocked bronchus. The latter 
process may progress to cystic bronchiectasis. Air 
rarely passes beyond the mucus plug. The distal 
bronchioles contain numerous lipophages while the 
alveolar spaces, although anatomically intact, be- 
come filled with an amorphous matrix containing 
plasma cells. Fat stains of pulmonary tissue fre- 
quently reveal fatty infiltration into the bronchioles 
and alveoli. 

The mucus plugs vary in size from 2.5 to 3.5 cm. 
in length and from o.9 to 2.3 cm. in diameter. The 
plugs are green-gray in color and show lamination. 
On x-ray examination they may produce a shadow 
which is V-shaped in appearance and located near 
the hilum of the lung. The suppurative process be- 
yond the plug may mask the shadow cast by the 
latter. The shadow cast by the suppurative proc- 
ess is usually dense and circumscribed. In other 
cases cystlike areas can be demonstrated. 

The diagnosis of mucoid impaction of the bron- 
chi should be suspected in patients suffering from 
asthma or bronchitis and in those who complain of 
a dry or productive cough and nonputrid sputum. 
The differential diagnosis involves tuberculosis, 
lung abscess, or neoplasm. Bronchoscopy is of no 
help because of the inaccessibility of the impaction. 
A positive diagnosis can occasionally be made on 
expectoration of a mucus plug. Surgery is recom- 
mended when one of the following conditions is 
proved: persistent suppuration and destruction of 
pulmonary tissue, repeated hemorrhage with cys- 
tic bronchiectasis, or the possibility of neoplasm. 
Surgical conservatism must be exercised because 


ROBERT R. 








SURGERY OF THE THORAX 29 


of the possibility of recurrence and the extension 
of the process to other pulmonary areas. Ten 
cases of mucoid impaction of the bronchi are re- 
ported. Eight of the patients were subjected to 
surgery and 2 were treated by nonsurgical methods. 
BENJAMIN G. P. SHAFIROFF, M.D. 


Adenoma of the Bronchus. Ertco Huizinca and 
J. Iwema. Ann. Otol. Rhinol., 1951, 60: 290. 


At the Groningen University Clinic, Groningen, 
Netherlands, 17 patients with adenoma of the 
bronchus and 3 patients with tumor of the trachea 
(2 cylindromas and 1 adenoma) were studied and 
treated. From these studies the authors have drawn 
certain conclusions about the origin, nature, and 
therapy of adenoma of the bronchus. In contrast 
to carcinoma, the majority of the patients were 
females and under 40 years of age. 

Rejecting other theories concerning the origin of 
adenoma of the bronchus, it is held by these writers 
to be an epithelial tumor originating from bron- 
chial glands and a special localization of the para- 
buccal mixed tumor—denoting a group of tumors 
to which also belongs the mixed tumors of the 
salivary glands. In support of this theory, the 
authors present several arguments: 

In typical cases the adenoma of the bronchus 
shows a characteristic picture. It consists of small 
cubical or polygonal cells with very intensively 
stained nuclei. The cells are arranged in alveoli or 
strands divided by stroma containing a remarkable 
number of vessels. Often the cells are arranged in 
garlands or palisades. Mitoses and atypical cells 
do not occur, and regularity is characteristic of the 
whole picture. Tumors of the same structure are 
found in salivary glands. 

It is assumed that adenoma of the bronchus has 
its origin in the mucosal glands, since a transition 
of the covering epithelium into the tissue of the 
tumor is never seen, but part of the tumor fairly 
often consists of glandular ducts. 

Cylindromas occur in both the trachea and 
bronchi although they are much more frequently 
localized in the trachea. These tumors are identical 
with those occurring in the salivary glands. Cyl- 
indromas are less benign than adenomas, and are 
considered by many as malignant. In a number of 
cases in the literature, the cylindroma is described 
as an adenoma, but the microscopic picture is that 
of a cylindroma. There is a close relationship be- 
tween the cylindroma and adenoma. In 3 of the 
authors’ cases of adenoma of the bronchus a part 
of the tumor proved to be adenoma, whereas an- 
other part showed all of the characteristics of cyl- 
indroma. In tumors of the salivary glands it is 
fairly often seen that part of the tumor will have 
an adenomatous structure whereas another part 
will show a cylindromatous structure. The same 
applies to the palatal tumors originating in the 
seromucous glands. 

The clinical course of patients with adenomas of 
the bronchus, like that of patients with mixed 
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tumors, suggests that adenomas are on the border- 
line of malignancy and nonmalignancy. Both show 
a slow, locally circumscribed growth without me- 
tastasis, whereas the ‘“‘not completely benign” 
character is revealed in a certain power of infiltra- 
tion. Both may be of a benignant character for 
years, then suddenly grow quickly and develop me- 
tastasis. This is exceptional, however, with adenoma 
of the bronchus. 

Although the authors believe that adenomas of 
the bronchus cannot be completely trusted, on the 
other hand they do not conform to treatment by 
lobectomy or pneumonectomy on principle. In 
each case the surgeon should decide which therapy 
is best. Important in this respect are the localiza- 
tion and the extent of the tumor, and also the pa- 
tient’s age and social circumstances. It is believed 
that polypous tumors growing in the lumen of the 
bronchus are suitable for bronchoscopy. Twelve 
patients were treated with bronchoscopy exclusively, 
with 4 recoveries lasting from 5 to 24 years. Lo- 
bectomy or pneumonectomy was performed on 5 
patients; of these, 1 died and 4 recovered. 

The article includes illustrations of microscopic 
sections, bronchograms, gross specimens, and case 
reports. Jacos T. BRapsHER. Jr., M.D. 


Clinical Classification of Malignant Tumors of the 
Lungs (Contributo clinico casistico ad un inquadra- 
mento dei tumori maligni polmonari). C. Bazzica- 
Lupo and G. DE MICHELE. Chir. torac., 1951, 4: 131. 


F- r purposes of early diagnosis and optimum sur- 
gic al management, the authors classify primary lung 
tumors according to the location of origin, the grade 
of development of the neoplasm, the potential rela- 
tions with adjacent structures, and, finally, the 
operability. A schema is thus proposed which di- 
vides the lung into three zones: (1) hilar and medi- 
astinal, (2) cortical or peripheral, and (3) median. 
On the basis of these zones, the corresponding symp- 
tomatology is described and the operability deter- 
mined, 

The first category of tumors is associated with 
symptoms which are for the most part functional, 
namely, cough, dyspnea, pain, and a sense of respir- 
atory oppression. This group is operable only in the 
earliest stages. The cortical or peripheral tumors, 
fortunately rare, constitute the least operable le- 
sions. The onset is usually sudden and violent, char- 
acterized by lancinating pain and nonexpectorant 
cough. The third group which involves the median 
area comprises the most easily accessible lesions. 
The onset of symptoms is usually insidious and 
characterized by low grade fever, occasional hem- 
optysis, and slightly expectorant cough. In this 
group, early recognition and surgery is most possible 
since involvement of the adjacent structures is apt 
to be delayed. 

The proposed classification is derived from a 
series of 70 cases as well as from case histories re- 
ported in the literature. 

Epitu B. FaRNsworth, M.D. 








The Emphysematous Bullous Form of Bronchial 
Cancer. Mariano R. CAstex and Ecrpro S. MaAz- 
zEI. Brit. M.J., 1951, 2: 391. 

Three new cases of gigantic bullous emphysema 
due to bronchial cancer are recorded. 

These occurred in patients with old chronic 
bronchial conditions who, in addition to a severe 
general condition, presented a lung picture of em- 
physema and respiratory failure (dyspnea and cya- 
nosis). From the roentgenological point of view 
they showed bullous emphysema, sometimes of 
segmental or zonal type, sometimes of unilobular 
type, and sometimes even of more extensive or 
bilobular type. Atelectasis of the other lobe or 
lung sector (dissociated bronchial obstruction) may 
be associated with the condition. 

From the clinical standpoint effort dyspnea, 
dyspnea during rest, and dyspnea of the paroxys- 
mal type were the most outstanding and distress- 
ing features for the patients, respiratory failure 
being one of the causes of death. 

This clinical picture, described by the authors 
in 1941, has been mentioned in a series of articles 
by French authors. Joun E. Kirkpatrick, M.D. 


Progressive Changes in Pulmonary Function After 
Pneumonectomy: The Influence of Thoraco- 
plasty, Pneumothorax, Oleothorax, and Plastic 
Sponge Plombage on the Side of Pneumonec- 
tomy. Epwarp A. GAENSLER and JOHN W. StTRIE- 
DER. J. Thorac. Surg., 1951, 22: 1. 


The fate of the remaining lung after pneumo- 
nectomy has been a matter of great concern to tho- 
racic surgeons for some years. Since total pul- 
monary resection is being accomplished successfully 
for an increasing variety of diseases, including tu- 
berculosis, and as the average age of the patient 
operated upon decreases, establishment of optimum 
conditions for the preservation of function of the 
remaining lung becomes increasingly important. 

Previous investigations of lung volume after pneu- 
monectomy have demonstrated that a variable 
amount of overdistention of the remaining lung 
occurs, though this is not as severe in man as in 
the experimental animal. Overdistention is gen- 
erally thought to be undesirable in patients with 
pulmonary tuberculosis. A current thought is that 
a lung with a larger volume than normal doing 
twice its normal work is more susceptible to re- 
activation of disease and handles residual disease 
poorly. Overdistention causes a variety of com- 
plaints due to displacement of the mediastinum. 
The worst of these is ineffective cough due to angu- 
lation of the trachea. 

It has been conclusively demonstrated that in- 
trapulmonary mixing of gases is impaired in the 
remaining overdistended lung. From the results of 
the present investigation, it can be said that over- 
distention of the remaining lung after pneumonec- 
tomy cannot be avoided if the empty hemithorax 
is not treated. It was shown that the extent of this 
overdistention is unpredictable and varies greatly 
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from patient to patient. A prostheses of oil, plastic 
sponge, or air under slightly positive pressure ob- 
viated completely overdistention of the remaining 
lung and the mediastinal shift. Such prostheses 
caused no further loss of maximal ventilatory func- 
tion. Thoracoplasty within 3 months after resec- 
tion also prevented overdistention but did cause a 
definite additional loss of maximal ventilation. 
Thoracoplasty performed more than 6 months after 
resection caused only partial return of the opposite 
lung to its normal confines and also produced a very 
definite further loss of pulmonary function. 
OrviLte F. Grmes, M.D. 


Fibroma of the Visceral Pleura, with Report of 4 
Cases (Fibroma de la pleura visceral. A proposito 
de cuatro observaciones). MArio M. Brea, MOIsEs 
Potak and AnprEs A. SANtAS. Bol. Acad. argent. 
cir., 1951, 35: 323. 

Four instances of fibroma of the visceral pleura 
arising from the tissues of the subendothelial layer of 
the pleural covering of the lungs are here reported. 
The reports of 2 other such neoplasms were gathered 
from the medical reports of Argentina, and of 5 
others from the world literature. All these tumors 
were remarkable for, their paucity of symptoms, 
their discovery frequently being a chance finding in 
group or occupational examinations; they were fi- 
bromatous or fibrohistiocytic in composition and 
benign in character. 

The first of the 4 tumors, which has been previ- 
ously reported, presented under roentgenological 
examination a peculiar translation of the tumor 
shadow from an anterior to a more posterior position 
in the lung field. This movement occurred on the 
occasion of the injection of 500 c.c. of air for pneumo- 
thorax, and was interpreted as evidence of a long 
pedicle. This suspicion was verified at operation. 

The second intrathoracic newgrowth, in a 36-year- 
old male, was adjudged to be a large hydatid cyst. 
The patient was a youthful individual and the 
Cassoni reaction was positive. At operation, how- 
ever, the cystic mass did not present any of the 
characteristics of a hydatid cyst. The exploratory 
opening of the chest (this operation is now done in 
all cases in which a hydatid cyst is suspected) per- 
mitted correction of the diagnosis without incon- 
venience to the patient. 

The third patient, a 42-year-old male, ‘had been 
operated upon previously. Here what at first was 
thought to be a hydatid cyst proved to be a solid 
tumor mass. This mass was not removed under the 
impression that it was a malignant neoplasm. Nev- 
ertheless, at subsequent operation, the tumor mass, 
which was attached by a broad pedicle to the vis- 
cera] pleura, was easily resected together with a 
layer of surrounding normal lung tissue. 

In the fourth patient, a 36-year-old male, the 
roentgenologic examination disclosed a dense, homo- 
geneous opacity occupying the medial and posterior 
portion of the chest cavity and apparently involving 
the costovertebral sulcus. The localization sug- 
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gested a neurogenic tumor; however, there were no 
evident skeletal changes. The youth of the patient 
also suggested hydatid cyst, but the routine explor- 
atory thoracotomy done in all these cases rendered 
an exact preoperative diagnosis superfluous. In 
fact, at operation the tumor proved to be a fibro- 
histiocytoma and it was successfully extirpated. 

Of the 11 patients observed by the authors, 5 
were more than 50 years of age, 4 were more than 40 
years, and 2 were less than 35 years. It is probable, 
however, that most of the tumors had been present 
for considerable periods of time. Eight of these pa- 
tients were males and 3 were females. 

In the roentgenologic examination it is important 
to determine, if possible, whether the tumor is pe- 
ripheral or visceral in origin, since most of the neo- 
plasms arising peripherally, that is, from or from 
under the costal pleura, are malignant in nature. 
In these instances a diagnostic pneumothorax is the 
more feasible in that extensive adhesions are fre- 
quently absent. The thoracoscope may be of help. 
The trouble is that these tumors are so rare that 
their occurrence is simply unsuspected. Fortunate- 
ly, the exploratory thoracotomy has now become so 
much a matter of routine in unexplained pulmonary 
symptoms that tedious preoperative diagnostic pro- 
cedures are hardly necessary. 

Treatment consists of surgical extirpation through 
an ample thoracotomy. When the mass is attached 
by a narrow pedicle, the simple ligation of the latter 
is sufficient, but when the area of attachment is 
more extensive, suture may be necessary. In a few 
instances the cortical bed of the tumor should be 
excised concomitantly as a precautionary measure 
against possible malignancy, the excision extending 
widely into healthy lung tissue and the wound being 
closed by two rows of sutures. 

All 4 of the authors’ patients underwent the resec- 
tion without incident other than a subcutaneous 
emphysema in one instance. 

Joun W. BRENNAN, M.D. 


Studies on the Pleuropulmonal Layer in Extra- 
pleural Decortication (Untersuchungen ueber die 
Lungen-Pleura-Grenzschicht bei der extrapleuralen 
Dekortikation). W. WaAcHsmutTH and R. ScHautz. 
Chirurg, 1951, 22: 337. 

Extrapleural decortication has become possible 
since the introduction of intratracheal anesthesia and 
antibiotics. This procedure renders good service in 
obliteration of specific and nonspecific residual cavi- 
ties and is superior to thoracoplasty because it in- 
creases the vital capacity of the lungs and avoids de- 
formities of the chest. 

The authors undertook histologic studies on ad- 
herences obtained at operations, postmortem exam- 
inations, and on those produced experimentally in 
dogs. Formerly, they believed that separation of the 
surface of the lungs from the adherences was possi- 
ble, due to preservation of endothelium. However, 
further investigations suggested a different explana- 
tion. The layer of adherences closest to the pleura has 
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a very loose structure, while the lung is covered with 
visceral pleura which contains numerous elastic 
fibers and thickened fibrous tissue. The separation 
takes place in the aforementioned loose layer of the 
adherences. These findings explain not only the ease 
of separation, but also the presence of the glossy 
surface of the lung, and the fact that it is easy to ex- 
pand the lung by means of intratracheal anesthesia. 
JoserH K,. Narat, M.D. 


HEART AND PERICARDIUM 


The Effects of Electric Currents on the Canine 
Heart with Particular Reference to Ventricular 
Fibrillation. R. Sruarrt Mackay, KENNETH E. 
MOoostin, and SANForD E. LEEDs. Ann. Surg., 1951, 
134! 173. 

Approximately soo alternating current electric 
shocks, of varying intensity and duration, were 
applied across the exposed heart of 16 dogs in order 
to determine the effects of electric currents on the 
canine heart, with particular reference to the pro- 
duction and cessation of ventricular fibrillation. 

The average resistance of the dog’s heart was 
found to range from 45 to 60 ohms, with an overall 
average of 51 ohms. This resistance was found to 
depend on the applied voltage, on the current 
flowing, and somewhat on the duration of the pulse. 

Currents of low value need be of long duration to 
produce fibrillation, while currents of high value 
can be either of short or long duration to stop fibril- 
lation. 

The value of the preoperative administration of 
quinidine in decreasing the frequency of production 
of ventricular fibrillation and in facilitating defi- 
brillation has been shown. 

Currents varying from 0.09 amperes to 0.4 amperes 
induced ventricular fibrillation, but in no instance 
resulted in defibrillation. Currents of 1.5 amperes 
to 3.8 amperes stopped fibrillation, but in no instance 
did they induce it. The optimum defibrillating 
shock is considered to be a series of 3 to 5 110-volt 
alternating current shocks of 0.1 second duration, 
applied at 0.5 to 1.0 second intervals. 

A practical defibrillation unit, devised on the 
basis of the experimental data, is described. 

SAMUEL Kaun, M.D. 


Pathogenetic and Radiological Differential Tab- 
leaux of Cyanotic Congenital Cardiopathies 
with Reference to Surgical Therapy—Tetrad of 
Fallot, Complex of Eisenmenger, Atresia of the 
Tricuspid, and Arteriovenous Aneurysm of the 
Lung (Quadri patogenetici e radiologici differenziali 
di cardiopatie congenite cianogene in riferimento alle 
terapie chirurgiche—Tetrade di Fallot, complesso di 
Eisenmenger, atresia della tricuspide, aneurisma 
artero-venoso del polmone). G. Marcozzi and T. 
Stoicoiu. Chir. torac., 1951, 4: 3. 


The authors state that cyanosis appears when the 
blood hemoglobin is below 5 gr. per 100 c.c. and give 
the following two causes for cyanosis in the car- 
diopathies: 





1. Capillary blood stasis due to the increased 
contact of the oxyhemoglobin in the tissues and the 
desaturation of the hematic oxygen. This may be 
due to local causes as in acrocyanosis or to central 
causes as in cardiac insufficiency. 

2. A central factor which is either a sufficient 
intracardiac mixing of the venous and arterial blood 
(one-third of the venous blood of the heart according 
to Van Slyke), or an extracardiac communication 
between a vein and an artery. 

However, to these two a third may be added, i.e., 
reduction of the amount of blood going through the 
lungs to be oxygenated. This is regarded by Blalock 
and Taussig as the most important factor in the 
mechanism of cyanosis. 

The authors then give a report of 5 cases with 
detailed roentgenographic studies and _ surgical 
therapy. 

The tetrad of Fallot is characterized by: (a) pul- 
monary stenosis or atresia, (b) an interventricular 
septal defect, (c) dextroposition of the aorta, and 
(d) hypertrophy of the right ventricle. When the 
dextroposition of the aorta is absent it is known as 
the trilogy of Fallot. The latter is more frequent 
than pulmonary stenosis or the complex of Eisen- 
menger. The treatment is the same for both. 

In the diagnostic roentgenographic differentiation 
the tetrad of Fallot is characterized by a heart which 
is normal in size or larger, sandal-shaped, and with 
the apex round and somewhat raised; it has a large 
right ventricle, a concavity of the medial arch, and 
a large vascular window (space between the ascend- 
ing aorta and the vertebral column normally occu- 
pied by the pulmonary artery). The pulmonary 
arteries are slightly reduced in volume or are not 
visible at all, beating little or none during the 
roentgenoscopic examination; there is also pulmon- 
ary hypertransparency, due to the diminished circu- 
lation in the lung fields, and the aorta is usually 
larger. 

Angiocardiography reveals a larger right cavity, 
and the opacity of the aorta appears normal or more 
than normal, while the opacity of the trunk and 
branches of the pulmonary artery is reduced in 
volume (interventricular communication). 

Cardiac catheterization reveals the existence of 
an interventricular communication and at times 
also pulmonary stenosis (when it is impossible to 
catheterize the pulmonary artery). 

The cyanosis is due to the interventricular com- 
munication (the mixing of venous with arterial 
blood is possible because of the greater pressure in 
the right heart) as well as to the diminished amount 
of blood that reaches the alveoli because of the pul- 
monary stenosis. In 78 per cent of the cases the 
cyanosis manifests itself during the first few years 
of life, and in some cases may appear only during 
exertion. 

Surgical intervention consists in anastomosis be- 
tween an artery (usually the subclavian) and the 
pulmonary artery. The operation of W. J. Potts, a 
laterolateral anastomosis between the left pulmonary 
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artery and the descending aorta, accomplishes the 
same results. 

The complex of Eisenmenger consists of: (1) dex- 
troposition of the aorta, (2) high interventricular 
communication, (3) hypertrophy and dilatation of 
the right ventricle, and (4) enlargement or dilata- 
tion of the pulmonary artery. 

The important roentgenographic data to make a 
diagnosis are: a normal or larger than normal heart, 
an enlarged right ventricle, a projecting median 
arch (pulsating on roentgenoscopy), a smaller vascu- 
lar window, and large pulmonary arteries with pul- 
sation of the hilar vessels. 

Catheterization of the heart reveals a large pul- 
monary artery, and angiocardiography shows that 
the venoarterial exchange is due to interventricular 
communication with the aorta in dextroposition. 
Cyanosis is due to mixing of arteriovenous blood 
through the interventricular communication and 
according to Taussig may be due also to insufficient 
oxygenation caused by primary and secondary 
changes in the pulmonary epithelium. The cyano- 
sis, never accentuated, is progressive and appears 
late in life (puberty); by some authors this is con- 
sidered a diagnostic criterion. However, Donzelot 
and his collaborators who analyzed 29 cases of 
Eisenmenger found that in 21 cases (75%) cyanosis 
became evident before the tenth year of life. 

Surgery is contraindicated. 

Atresia of the tricuspid is a rare condition, only 
34 cases having been reported in the literature up to 
the year 1947. It seems to be due either to unequal 
division of the primitive atrium with abnormal dis- 
placement to the right of the atrial septum (J. 
Monckeberg, 1924) or to bad displacement toward 
the right of the atrial canal which in feta] life opens 
on the left side of the common ventricle (M. Abbot, 
1936). 

Roentgenographic ‘studies show a falling heart 
with a large convex apex especially to the right, a 
right atrium larger than normal and with an irregu- 
lar ““bombé” contour, a rudimentary right ventricle, 
a left ventricle larger than normal, absence of the 
median arch, hypertransparency of the lung field 
especially at the hila, and a vascular window larger 
than normal. 

Angiocardiography and catheterization reveal the 
difficulty of passing through the tricuspid ostium 
and the existence of an arteriovenous shunt. 

The cyanosis is due to insufficient blood oxygena- 
tion because of the decreased quantity reaching the 
lungs, mixing of the venous and arterial blood 
through the interatrial or interventricular communi- 
cation, and peripheral capillary stasis. 

Surgical therapy is based on the principles sug- 
gested by Blalock and Taussig; anastomosis of the 
subclavian with the pulmonary artery will remedy 
the condition. 

Cases of congenital angiopathy with cyanosis of 
extracardiac origin, i.e., of the lung, are rare, only 
70 cases having been reported in the literature. The 
communication is between the venous blood of the 
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branches of the pulmonary artery and the arterial 
blood of the pulmonary veins; the blood carried into 
the right heart is unable to pass through the pul- 
monary alveolar system for hematosis and therefore 
there is a lack of oxygenation and cyanosis. 

Angiocardiography reveals the existence of lakes 
of blood at the level of the left lung. 

The type of surgical therapy depends on the age 
of the patient and the location and extension of the 
malformation. 

In most of the cases reported in the literature a 
pneumonectomy was done. In the authors’ case, 
however, Dubost, of Paris, ligated and cut the left 
pulmonary artery. This unique treatment was sug- 
gested by the age of the patient (5 years). The re- 
sults were excellent. Josern M. A. Pape, M.D. 


Patent Ductus Arteriosus with Reversed Shunt 
Due to Pulmonary Hypertension. Mavrice 
CAMPBELL and REGINALD Hupson. Gw#y’s Hosp. 
Rep., Lond., 1951, 100: 26. 

The authors report the case of a patient who was 
regarded during life as an example of Eisenmenger’s 
complex with regurgitation. Since birth there had 
been a cyanosis which had gradually become worse 
in later life. Dyspnea had existed since childhood, 
and she was said to have squatted throughout her 
life. After the age of 28 the symptoms became so 
severe that she was unable to work. Under medical 
observation, at the age of 32, she was reported as 
cyanotic, showed clubbing of the fingers and toes, 
and polycythemia. X-ray films showed no enlarge- 
ment of the heart, but much prominence of the pul- 
monary arc. No abnormal displacement of the 
esophagus was seen after a barium swallow. A triple 
rhythm could be heard at the apex and the pul- 
monary second sound was increased. A short di- 
astolic murmur, loudest in the third and fourth inter- 
spaces, was detected when she was 32 years of age. 
There was no continuous murmur of a patent ductus 
arteriosus. Followed up from the age of 37, the pa- 
tient revealed that his heart had become enlarged; 
pulsation of the pulmonary arteries was visible to the 
main branches; the aortic arch, which was on the 
left, was widened; the pulmonary second sound was 
increased and split; and the diastolic murmur in the 
third left interspace increased. The arterial oxygen 
saturation was 83 per cent. Cardiac catheterization 
revealed that pressure in the pulmonary artery was 
over 100 cm. of saline. The electrocardiogram 
showed right ventricular preponderance. 

The patient became increasingly incapacitated. 
There was a fall in oxygen saturation, as shown by 
cardiac catheterization studies. Catheterization also 
proved the presence of pulmonary hypertension and 
of a right to left shunt. Angiocardiography was 
thought to confirm the diagnosis of Eisenmenger’s 
complex. 

The patient died in 1950, at the age of 40, and post- 
mortem examination revealed a preponderance of 
the right-sided structures. There was no septal de- 
fect and the small patent foramen ovale was not 
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thought to be significant. There was a large patent 
ductus arteriosus. In the lungs, there was some de- 
generation and splitting in the media of the pul- 
monary arteries, with extensive thrombosis in the 
lumen, and many of the veins were dilated, with a 
lesser degree of thrombosis. 

To explain the syndrome and findings, the authors 
suggested congenital pulmonary hypertension with a 
reversed flow through the patent ductus arteriosus, 
from the pulmonary artery to the aorta. It was their 
belief that thrombosis occurred in situ, as supported 
by the clubbing of fingers and toes, cyanosis, wide- 
spread thrombosis of the arteries, the dilatation and 
occasional thrombosis of the veins, and the massive 
right heart hypertrophy with patency of both the 
ductus arteriosus and foramen ovale. There was no 
evidence that the right atrial pressure was ever 
raised, or that a right to left shunt through the fora- 
men ovale existed. This would have led to stagna- 
tion in the lung and the flow of blood in the pul- 
monary arteries would have become slow enough for 
thrombosis to occur. Arterial thrombosis is thought, 
however, to have been due to splitting of the endo- 
thelial lining under high pressures of the ill-sup- 
ported pulmonary arteries and subsequent thrombo- 
sis. The possibility of arteriovenous anastomosis is 
also considered as a cause for the thrombosis. It is 
believed that lung lesions played some part in the 
cyanosis, but that the reversed shunt was mainly 
responsible. The primary pulmonary hypertension, 
from the patient’s history, seemed to have existed 
from infancy and led to a reversal of the shunt 
through the ductus. 

Jacos T. BRADSHER, JR., M.D. 


A Consideration of Some of the Problems in Cardio- 
vascular Surgery. ALFRED Bratock. J. Thorac. 
Surg., 1951, 21: 543. 

Important advances are being made with regard 
to methods for carrying on part or all of the circula- 
tion artificially. The use of an artificial kidney has 
demonstrated conclusively that it is possible to with- 
draw blood continuously, to pass it through an 
artificial circuit, and return it to the body without 
harm to the patient. The blood is removed from an 
artery of the patient, who has received heparin, is 
passed through the artificial kidney, and is returned 
to one of the patient’s veins. The use of an artificial 
lung, however, presents greater complexities. In 
order to take over the respiratory function, it is 
necessary to heparinize the patient, withdraw blood 
from a vein, expose it to oxygen, and allow carbon 
dioxide to escape, then to pump the oxygenated 
blood into a peripheral artery. Oxygenators that 
function with remarkable efficiency have been built. 

The mechanical lung and pump, as partial re- 
placements for the functions of the heart and lungs, 
should be helpful to patients who have difficulty in 
oxygenating adequately the blood which is to enter 
the systemic arterial system. Among other condi- 
tions, the procedure should prove helpful in the 
treatment of patients with severe pulmonary edema, 





which cannot be relieved by conventional methods. 
If and when the artificial lung is perfected and 
proved safe, it is still likely that the use of methods 
for replacement of the function of one of the two 
sides of the heart will be limited to experimental 
work, since the cannulation of the great blood vessels 
is an extensive and dangerous procedure. In addi- 
tion, there are many intracardiac and extracardiac 
procedures in which it is desirable to have both 
sides of the heart bloodless. 

The right side of the heart has been rendered 
bloodless, except for coronary venous return, by 
diverting the blood from the superior and inferior 
venae cavae to a pump, and then through a cannula 
to the pulmonary artery. This requires the insertion 
of at least two large cannulae. Since the coronary 
blood flow equals 5 per cent or more of the cardiac 
output, difficulties are encountered in operations on 
the right side of the heart, from the viewpoints of 
visibility and blood loss. A unilateral pump, to 
replace the function of the right side of the heart, 
should theoretically allow operations on lesions of 
the tricuspid and pulmonary valves, stenosis, atresia, 
insufficiency, on Ebstein’s disease, on the rare in- 
fundibular stenosis unaccompanied by a septal de- 
fect, and on some intracardiac tumors. The pump 
will probably find its greatest usefulness in permit- 
ting the creation of various experimental lesions of 
structures of the right side of the heart. 

A unilateral pump to substitute for the left side 
of the heart has also been used. The blood from the 
left auricle or pulmonary veins is withdrawn through 
a cannula, and is then pumped through another 
cannula into a systemic artery, such as the sub- 
clavian. It is more difficult to substitute for the left 
side of the heart than the right. There is a likelihood 
of arterial air embolism associated with opening the 
left side of the heart. Furthermore, the coronary 
arterial blood flow, when the left heart pump is used, 
is dependent on the competence of the aortic valve. 

A unilateral pump to replace temporarily the 
function of the left side of the heart should theo- 
retically allow operations on the mitral valve and on 
intracardiac tumors. The coronary arteries would 
probably have to be cannulated and perfused, if an 
operation for aortic stenosis or insufficiency were 
undertaken. The pump would not suffice for the 
treatment of septal defects. Since the present re- 
sults of the treatment of mitral stenosis are so en- 
couraging, and since the dangers associated with the 
use of the left heart substitute are great, this method 
will be employed mainly in the creation of experi- 
mental lesions. 

Both sides of the heart may be rendered relatively 
bloodless by using two pumps, one for the right and 
another for the left heart. One apparatus with- 
draws blood from the venae cavae and propels it to 
the pulmonary arterial circulation, and another 
withdraws blood from the left auricle or pulmonary 
veins and pumps it to a systemic artery. The entire 
heart is thus deprived of blood, except for the cor- 
onary flow, and various intracardiac procedures are 
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made possible. The clinical use of such a procedure 
is doubtful, because the connections necessary be- 
tween the two pumps and the patient make it too 
formidable. 

Another method by which the function of the 
heart and lungs can be supplanted is by cross circula- 
tion between the recipient and a donor. The donor’s 
heart could serve as the pumping mechanism, or 
mechanical pumps could be used. In either case, the 
donor’s lungs would oxygenate the blood. The 
dangers to both donor and recipient are great. This 
method will probably not have any clinical appli- 
cation. 

The last and best method employs an artificial 
oxygenator. The method involves cannulation of 
the venae cavae and passing of the venous blood 
through an oxygenator or artificial lung. The blood 
which has taken up the oxygen and lost the carbon 
dioxide is then pumped to a systemic artery. Both 
sides of the heart are rendered relatively bloodless, 
if the aortic valve is competent, and intracardiac 
procedures such as operations on the valves, septal 
defects, and intracardiac tumors are possible. The 
cannulation is simple, when compared to that re- 
quired when an oxygenator is not used. Problems 
such as the prevention of damage to the blood and 
of air embolism, must be solved. The two remaining 
major problems are the construction of a simple 
suitable oxygenator and the solving of the difficulties 
and dangers of operating on heparinized patients. 
It is likely that these problems will be solved. Only 
then will it be possible to determine how well the 
diseased human heart will withstand having its 
functions taken over temporarily and incisions made 
into its chambers. 

The author briefly discusses disorders, in the treat- 
ment of which surgery may produce good or excellent 
results, such as constrictive pericarditis, mitral 
stenosis, patent ductus, aortic coarctation; disorders 
in which only moderate improvement results, such 
as essential hypertension; and disorders in which 
surgery is of doubtful value, such as coronary arte- 
rial disease, auricular septal defects, and pulmonary 
hypertension. SAMUEL Kaun, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Diverticula of the Esophagus, Excepting Pharyngo- 
esophageal Diverticula (Les diverticules de |’oe- 
sophage, en dehors des diverticules pharyngo-oeso- 
phagiens). M. A. Soutas. Arch. mal. app. digest., 
Par., 1951, Supp. to No. 5: 88. 

The author discusses the question of diverticula 
of the esophagus and reports 17 cases from his own 
observation. 

He differentiates two types, according to the site: 
aortobronchial and supraphrenic. The aortobron- 
chial diverticula are situated in the area 7 to 15 cm. 
below the entrance of the esophagus. In many cases 
they are asymptomatic and are found only at autop- 
sy. In other cases the symptomatology is polymor- 
phic: dysphagia, attacks of vertigo, burning pains at 
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the back, epigastric or precordial pains, profuse sali- 
vation, etc. Sometimes cough and expectoration are 
present as signs of a complicating hypolaryngitis 
and tracheitis. In more advanced cases, an esopha- 
gotracheal or esophagobronchial fistula with all its 
sequelae may develop. 

X-ray examination and esophagoscopy show the 
diverticula mostly at the anterior wall. Their size and 
shape vary considerably. Communication with a 
bronchus can be visualized by lipiodol or methylene 
blue. Sometimes more than one diverticulum is 
present. 

Most patients can be treated with diet and by dila- 
tation with mercury-filled bougies of 12 to 15 mm. 
diameter. Surgical ablation is indicated only if, in 
spite of this conservative treatment, the dysphagia 
increases, or a bronchial fistula is present. 

The supraphrenic diverticula differ from the 
aortobronchial in several respects. They are prac- 
tically always situated at the right lateral aspect of 
the esophagus, about 2 to 8 cm. above the cardia. 
Often they are quite voluminous and may reach the 
size of a turkey egg; only rarely are they in the shape 
of a finger. 

The symptoms are rather vague; the patient com- 
plains of pain, with sensations of fullness and ob- 
struction behind the xiphoid process after degluti- 
tion, regurgitation, and hunger pains. The diagnosis 
is confirmed by radiogram and esophagoscopy. The 
author discusses the differential diagnosis, malig- 
nancies, mega-esophagus, and short esophagus; car- 
diospasm has to be ruled out. 

The etiology and pathogenesis is unknown in both 
types of diverticula. A number of pathologists con- 
sider the aortobronchial type as traction diverticula 
caused by adhesions to inflamed lymph nodes or 
other structures within the mediastinum; however, 
in many cases such adhesions cannot be demonstrated 
at operation or autopsy. In the second group a trac- 
tion mechanism is improbable as the lower part of the 
esophagus has no close relation to lymph nodes. It is 
more likely that a congenital malformation or con- 
genital weakness of the wall is the true basis of 
the supraphrenic diverticula. 

WERNER M. Soxtmitz, M.D. 


Mediastinal Hernias; Presentation of Peculiar To- 
mographic Pictures (A propos des hernies mé- 
diastinales; présentation d’images curieuses de tomo- 
graphies). CH. GERNEZ, A. BRETON, and J. Sa- 
MAILLE. J. fr. méd. chir. thorac., 1951, 5: 233. 


Ruptures into the mediastinal space may occur 
at one of three sites which represent the zones of 
least resistance. The most important of them is 
the anterosuperior recessus, situated retrosternally 
and above the heart. Its walls are extremely thin 
and supported only in its upper portion by the 
sheaths of the internal mammary arteries. The two 
other recesses are situated posteriorly of the esoph- 
agus and separated from each other by the crossing 
of the azygos vein. They are more resistant, and 
herniations in this area are rare. 
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Mediastinal hernias are almost always asympto- 
matic, and therefore are more of anatomical, than 
of clinical interest. 

The mechanism seems to be partly traction and 
partly pulsion. Disturbance of equilibrium in the 
intrathoracic pressure between the right and left 
hemithorax is responsible for the development. 
These hernias may occur in a number of different 
pathologic processes such as pneumothorax, pleur- 
isy, atelectasis, unilateral atrophy of the lung, and 
as the sequelae of thoracoplasty, pneumonectomy, or 
lobectomy. 

It is extremely difficult to visualize these hernias 
by routine radiography. Tomography gives much 
better results. Pleuroscopy and bronchoscopy are 
valuable aids in the diagnosis. 

The authors describe briefly 5 cases in which the 
diagnosis was made by tomography. They include 
1 case of pneumonia bullosa in a child 2 years of 
age, 2 cases of therapeutic pneumothorax, 1 case 
of atelectasis, and 1 case of pneumonectomy. In 
another case the method was not successful. 

No pictures of tomograms are included in this 
article, which originally was presented as a lecture 
at the Société Francaise de Pathologie Respira- 
toire. WERNER M. Sormitz, M.D. 


Nontraumatic Emphysema of the Mediastinum 
(Enfisema nao traumatico do mediastino). DrrcEN 
Prunt NEVES, CARMINO CARICCHIO and ROBERTO 
B. Mittan. Rev. Hosp., clin., S. Paulo, 1951, 6: 
76. 


The problems of nontraumatic mediastinal em- 
physema are illustrated by the authors’ 8 interesting 
cases. Six of his patients died including 2 with spon- 
taneous mediastinal emphysema, which is consid- 
ered benign by most authors. Four of the cases fol- 
lowed respiratory infections, 1 was subsequent to a 
bronchial foreign body, and 1 appeared in a case of 
tetanus. 

The clinical picture is well described and the 
pathogenesis of the process is discussed. 

Tuomas LANE STOKEs, M.D. 


Surgical Inquiries (Enquéte chirurgicale). J. C. 


Rupter. Rev. chir., Par., 1951, 70: 193. 

The author reviews the experiences of several in- 
vestigators whose combined efforts in the surgical 
treatment of esophageal carcinoma allowed certain 
conclusions to be drawn regarding the use of the 
colon as a prosthesis in the repair of the esophagus 
following wide excision of carcinoma. 

The transverse colon was utilized to reconstitute 
intestinal continuity after esophagogastric resection 
in 19 patients, while the right colon including the 
terminal ileum was used in 9 patients. 

The operative mortality of 21 per cent was not 
considered excessive with respect to the magnitude 
of the surgery involved. Several fistulas developed 
postoperatively, which appeared to be the most 
common postoperative complication. 

ORVILLE F. Grimes, M.D. 
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Thoracic Injuries in World War II; Therapy in the 
Reconstructive Phase. JosEpH P. O’CoNnNor. 
U.S. Armed Forces M.J., 1951, 2: 1277. 


Three hundred and nine patients with war 
wounds of the chest and lungs were admitted to a 
hospital 2 months after they had sustained their in- 
juries. They were divided into three classes: (1) 
those requiring simple treatment, or none, on ad- 
mission; (2) those who needed definitive treatment; 
and. (3) those who were admitted for elective treat- 
ment. 

Most patients in class 2 presented problems which 
arose from the various sequelae of hemothorax. In 
all patients with hemothorax, aspiration should be 
done early and often and without air replacement. 
The purpose is to gain rapid re-expansion of the 
lung. This should be followed by early ambulation 
and graded exercises, to eliminate the marked 
atrophy of the hemithorax. It reduces the inci- 
dence of “chronic clotted hemothorax,”’ empyema, 
and atelectasis, which results in pulmonary sup- 
puration, altered pulmonary function, and body 
deformity. 

When the hemithorax can no longer be aspirated, 
a large thoracotomy should be done, to evacuate 
the products of clot and other débris. If the lung 
cannot fully re-expand, decortication should be per- 
formed. Decortication is a procedure which merits 
enthusiastic support, both for infected and nonin- 
fected hemothorax, and should be done no Jater 
than 6 weeks after injury. After 6 weeks the inci- 
dence of postoperative oozing, caused by organized 
adhesions, accumulation of pleural fluid and de- 
crease in the normal elasticity of the lung, is in- 
creased. 

In empyema, the simplest and quickest approach 
to re-expansion of the lung and elimination of the 
infected space should be tried. This varies from 
aspiration with instillation of penicillin to adequate 
drainage by means of thoracotomy and decortica- 
tion, or a deforming thoracoplasty. 

Foreign bodies, 1 cm. by 2 cra., or larger, should 
be removed as elective procedures. Proximity to 
important structures may necessitate removal of 
smaller fragments. Traumatic diaphragmatic her- 
nias may be repaired as an elective procedure al- 
though, as a rule, this repair has been done in the 
acute phase of the injury, when the abdominal 
wounds were repaired. Sulfonamides and penicillin 
are invaluable adjuncts in the treatment of these 
conditions. SAMUEL Kaun, M.D. 


Diaphragmatic Hernias. Clinical Contribution (Le 
ernie diaframmatiche. Contributo clinico). A. Na- 
so and M. RamacuiaA. Chir. torac., 1951, 4: 22. 


The authors report 2 cases of diaphragmatic her- 
nia, one discovered at autopsy and the other diag- 
nosed during the life of the patient. 

The fundamental constituents of a hernia are the 
opening, the sac, and the herniated viscera. In a 











diaphragmatic hernia the opening may be congenital 
or acquired, the sac is made up of peritoneum, and 
the hernial content may be one or more abdominal 
organs (stomach, colon, small bowel, spleen). 

The diaphragm originates from the fourth and 
sometimes from the third and fifth myotome and is 
formed by the fusion of the ‘‘septum transversum of 
His,” the “pillars of Uskow” and the “pleuroperi- 
cardial lamina.”’ Arrest in the development of these 
parts causes an embryonal hernia; incomplete fusion 
causes fetal hernias and any imperfect development 
and poor fusion will become a weak point through 
which an acquired hernia may develop. The physio- 
logical foramina, i.e., the foramen for the sympa- 
thetic system, the hiatus for the aorta, for the esoph- 
agus, and for the vena cava may also become the 
starting point of a hernia. 

In the embryonal hernia the break is in the dia- 
phragm and a sac is absent because the herniation 
occurs before the diaphragm, pleura, and peritoneum 
are differentiated. In these cases the abdominal 
organs may lie freely in the thorax. L. I. Hetherly 
reports the case of an infant in which a diagnosis of 
diaphragmatic hernia was made soon after birth and 
the infant was successfully operated upon on theninth 
day but its condition continued to get worse and 
death occurred on the nftnety-second day after birth. 
Autopsy revealed the tetralogy of Fallot. 

In fetal hernias formed later on in intrauterine 
life (when the pleura and peritoneum are already 
separated) the herniated organs have a peritoneal 
sac. Because these hernias begin in the uterusand 
continue to enlarge during extrauterine life, the 
authors classify them as congenital and acquired; in 
the congenital group they include all the spontaneous 
hernias of extrauterine life and in the traumatic 
group, all those acquired. 

Traumatic hernias may involve any part of the 
diaphragm, the migration of the viscera taking place 
at the time of the trauma. 

Of great interest is the so-called hernia of Alquier 
caused by fracture of one of the lower ribs with a 
tear in the periphery of the diaphragm. In this type 
the herniated viscus passes through the diaphrag- 
matic tear and the intercostal space to become evi- 
dent under the skin. 

The most common site is the left side; on the right 
side the liver protects any weak spot in the dia- 
phragm. According to type, 40 per cent are congeni- 
tal, 30 per cent acquired, and 30 per cent traumatic; 
they seem to occur in the following order: hernias of 
the esophageal hiatus, hernias of the space of Bog- 
dalek, hernias of the space of Larrey, and hernias of 
the space of Morgagni. 

The site of traumatic hernias depends on the loca- 
tion of the injury. Special note must be taken of 
indirect traumatic diaphragmatic hernias in which 
the diaphragm is torn by a sudden increase in the 
abdominal pressure. 

The presence of a hernia] sac is not constant. 
Because of this some authors divide them into true 
and false hernias. 


SURGERY OF 
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It is well to remember the types of gastric hernias 
described by Akerlund: 

1. Short esophagus: esophagus and cardia in the 
thorax. 

2. Normal esophagus: cardia in the abdomen, and 
fundus of the stomach in the thorax. 

3. Same as No. 1 but with the esophagus long and 
tortuous. 

The symptoms may be: 

1. Concomitant thoracic and abdominal symptoms. 

2. Thoracic symptoms: vague intercostal pains of 
the anginoid, dyspneic, or cyanotic type, due to 
compression of the herniated organs, and to dis- 
placement of the mediastinum and of the heart. 

3. Symptoms due to the digestive apparatus: 
postprandial fullness of the involved hypochondrial 
side, dyspepsia, vomiting, alternate attacks of copro- 
stasis and diarrhea. 

4. Anemia: inconstant but frequent, ascribed to 
ulceration or varicosities of the herniated viscus, or 
to alterations in the digestive function of the tract. 

Objectively, the findings may be very similar to 
those of hydrothorax, with disappearance of the 
space of Traube and contralateral displacement of 
the cardiac area. 

Roentgenography is the best method for diagnos- 
tic study, and it may show: 

1. Contralateral displacement of the cardiac shad- 
ow; this is always present in the large hernias. 

2. The absence or discontinuity of the diaphrag- 
matic cupola. 

3. The presence of characteristic shadows at the 
base of the involved hemithorax. 

Diaphragmatic hernias, either congenital or ac- 
quired, may be symptomless throughout life, others 
are discovered accidentally, and still others may 
cause intestinal obstruction of the strangulating 
type. JosEepu M. A. Pape, M.D. 


Some Observations Regarding a Case of Lipoma of 
the Thymus Gland by Means of a Median 
Longitudinal Stenotomy (Quelques réflexions a 
propos d’un cas de lipome diffus du thymus a siége 
médiastinal antérieur opéré avec succés par sterno- 
tomie médiane longitudinale. R. Fontarne, R. 
Wairz, P. Buck, R. RIVEAUX, and J. M. MAntz. 
Sem. hép. Paris, 1951, 27: 1893. 

Lipomas of the mediastinum constitute but a 
small percentage of the intrathoracic tumors. The 
diagnostic procedures necessary to achieve a pre- 
yen aha agg of lipoma frequently include 
diodrast studies, special roentgen techniques (to- 
mography), kymography, and occasionally a punch 
biopsy. Diagnosis in most instances, however, de- 
pends on exploratory thoracotomy. 

The case history of a patient who underwent suc- 
cessful removal of a mediastinal lipoma is presented. 
A sternum-splitting incision with the Lebsche knife 
provided adequate exposure for the removal of the 
tumor mass. Use of the longitudinal sternum- 
splitting incision for the removal of thymomas and 
large intrathoracic goiters is recommended. 

ORVILLE F. Grimes, M.D. 
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Modern Conceptions in the Surgery of the Thoracic 
Duct. Experimental Study (Moderni orienta- 
menti nella chirurgia del dotto toracicc. Ricerche 
sperimentali). C. DeEMarcui, P. Monpint, A. 
GAMBA. Chirurgia, 1951, 6: 81. 


Although interruption of the thoracic duct has 
been ascribed to many causes, a study of the litera- 
ture reveals that surgical trauma is responsible in 
the majority of cases. When this is not noticed 
during surgery and a chylothorax results, the treat- 
ment consists of aspiration of the fluid and intrave- 
nous reinjection along with other protein, in the hope 
that the laceration will close. When the laceration 
is discovered during surgery the most prevalent 
treatment is immediate ligation of the duct. The 
over-all mortality for laceration of the thoracic por- 
tion of the duct is 50 per cent. This mortality is 
probably based on the usual absence of collateral 
channels and the great loss of proteins, electrolytes, 
and fluid. It has been estimated that in 24 hours 
from 1,500 to 6,000 c.c. of chyle, containing from 3.5 
to 4.3 per cent of protein and about 5.3 per cent of 
fat, passes through the duct into the blood stream. 

The authors experimented with large dogs in an 
attempt to perfect a method of anastomosing the 
lacerated duct to an endothoracic vein. Five dogs 
were successfully operated upon after the method of 
Hodge and Bridges. This involved the drawing of 
the proximal portion -of the duct through a small 
opening in the azygos vein and fastening it there with 
a fine ligature in the vein distal to the entrance of the 
duct. In all of the cases autopsy after 1 to 3 months 
revealed a substantial amount of connective tissue 
reaction about the anastomosis. The lumen in 1 of 
these cases was occluded by a thrombus. 

Tiny gold intraluminary tubes were used to effect 
an anastomosis between the duct and an intercostal 
vein in 2 dogs. One of these dogs developed a 


thrombus. The tubes had a lumen of 1 mm. It was 
found to be technically impossible to make an 
intima-to-intima anastomosis with the tube on the 
outside of the duct. It is suggested that this may be 
possible in man in whom the structures are larger, or 
that the intraluminary tube could be constructed 
from “lucite.” 
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Should this type of surgery be attempted, the 
likelihood of thrombosis at the site of anastomosis is 
emphasized. However, it is also stated that the end 
result would be no worse than ligation, which is now 
the accepted method of treatment. 

N. CuristrAN MEvER, M.D. 


Effect of Position and Artificial Ventilation on the 
Excretion of Carbon Dioxide During Thoracic 
Surgery. Henry K. BEECHER, THOmAs J. QUINN, 
Jr., Joun P. Bunker, and Genesio L. D’ALEs- 
SANDRO. J. Thorac. Surg., 1951, 22: 135. 


High concentrations of carbon dioxide in the blood 
are commonly associated with open thoracic sur- 
gery. The causative factors in respiratory acidosis 
can be accounted for by existing pulmonary disease, 
the anesthetic, the open pleura, or the position of the 
patient during the operative procedure. The two 
methods effective in the control of respiratory acido- 
sis are artificial ventilation, either by a special ap- 
paratus or by the bag-squeezing method. 

Elimination of carbon dioxide without accessory 
ventilatory methods is best in patients who are op- 
erated upon in the prone position, as compared with 
those operated on in the lateral position. Elimina- 
tion studies with patients in the supine position, 
while not yet completed, indicate that the results 
surpass those obtained with the standard lateral 
position. It is claimed that the lateral position is the 
principal factor in the rise of carbon dioxide in thora- 
cic surgery and that patients in the prone or supine 
position can excrete carbon dioxide naturally and 
unassisted. 

The theory that ether is productive of respiratory 
acidosis is untenable in the opinion of the authors. 
Gibbon’s theory of an open pleura as the responsible 
factor is also invalid because high levels of carbon 
dioxide in the blood are obtained only when the pa- 
tient is kept in the lateral thoracic position. As- 
sistance to respiratory ventilation by the bag- 
squeezing method appears to be the most effective 
and dependable means of lowering the dangerously 
high tensions of carbon dioxide in the blood when 
chest surgery is performed by a lateral approach. 

BENJAMIN G. P. SHAFIROFF, M.D. 

















GASTROINTESTINAL TRACT 


The Humoral Syndrome of Agastria (Syndrome hu- 
moral de l’agastrie). R. FAuvert, J.-L. Lortat- 
Jacos, L. HARTMANN, and L. René. Arch. Mal. app. 
digest., Par., 1951, 40: 565. 

The clinical and laboratory findings in 9 cases of 
total gastrectomy form the basis for the opinions 
here expressed. Before the operation is approached, 
the evaluation of any alimentary deficiencies present 
should be exactly determined and corrected. How- 
ever, this does not mean that a long period of time 
should be consumed in building up a patient in need 
of an operation; the necessity for intervention should 
have first consideration and the dietary treatment 
should be regulated to second place. 

In the evaluation, the proteins should be given 
first consideration. In approaching the problem of 
protein metabolism, it is not enough to do the usual 
routine tests, such as the enumeration of the blood 
cells, the determination of hemoglobin, and the dos- 
age of total blood proteins. The volume of the circu- 
lating serum, especially of the serum plasma, and the 
volume of the circulating erythrocytes must be de- 
termined. If, in addition to symptoms of anemia and 
hypoproteinemia, there is an actual loss in volume of 
these constituents, the condition is much more 
serious, will be harder to correct and, on occasion, 
will approach the grave condition of so-called chronic 
shock. In such cases the patient must receive re- 
peated blood transfusions until the condition is 
ameliorated. The hydrolysates of protein are prefer- 
able to the ordinary protein feeding as they are more 
concentrated and more apt to contain sufficient of 
all elements required. 

In the postoperative period the final problem of 
adaptation of the patient to his new alimentary con- 
ditions will arise. Sufficient calories should be given 
and the number of calories should be based upon the 
theoretical weight of the patient, not the actual 
weight. It is possible that certain proteins are better 
assimilated by subjects deprived of their stomachs: 
Cattan has shown that casein, for example, is the 
only protein hydrolized directly by erepsin. 

On the whole, 150 gm. of proteins must be. pro- 
vided. It is rare that a natural food contains more 
than a third of its weight as protein; however, the 
hydrolysates (and here the author discusses only the 
enzymatic hydrolysates) are difficult to administer 
because of their odor and taste. Certain patients 
tolerate well the plasmolysates of yeast which, in 
addition to the plasmolysates, provide liberal 
amounts of the B group of vitamins. Products orig- 
inating from milk are also apt to be well tolerated; 
milk powders are easy to handle. 

Finally, the author mentions the regimen of pro- 
teins, lipids, and carbohydrates elaborated by Lamb- 
ling, which seem to have been used with success. 
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The discussants on the whole tend to hold to the 
thought that there is no essential difference between 
the blood plasma and other changes, as observed in 
gastrectomized patients and those with any other 
form of emaciation. If this be true, then one can 
hardly postulate any special influence from the 
total gastrectomy, section of the vagus nerve, or 
from the original cancerous process; therefore, it is 
believed that the treatment of deficiencies in the 
totally gastrectomized patient is not different from 
the treatment of any other form of defective ali- 
mentation. Joun W. BRENNAN, M.D. 


Congenital Hypertrophic Pyloric Stenosis; om 
of Cases. ExizABetH C. Woop and J. 


SMELLIE. Lancet, Lond., 1951, 261: 3. 


Three hundred and twenty cases of hypertrophic 
pyloric stenosis admitted to the Birmingham Chil- 
dren’s Hospital during the last 3 years have been 
analyzed. At this hospital surgical treatment is 
still preferred, mainly because the patient recovers 
more quickly. In older infants, aged 8 to 12 weeks, 
however, medical treatment is preferred, especially 
when the symptoms are less severe, and when the 
infant’s stay in the hospital need not be lengthy. 

In this series of cases there was an appreciable 
incidence of infection during convalescence, indicat- 
ing the increased susceptibility of these infants to 
infection and their poor immunological responses, 
particularly when the disease is complicated by 
malnutrition and dehydration. 

Joun J. Matoney, M.D. 


Pneumoperitoneum and Associated Insufflation of 
the Stomach in the Study of Lesions of the Up- 
per Pole. Some New Observations (Le pneumo- 
péritoine et Vl insufflation intra-gastrique associés 
dans l’étude des lésions du pole supérieur. Quelques 
observations nouvelles). P. PorcHER, NGUYEN DAI, 
and J. P. Denis. Arch. mal. app. digest., Par., 1951, 
40: 541. 

In 1949, the authors reported their experiences 
with pneumoperitoneum and insufflation of the 
stomach in 12 cases; since then it has been used in 
30 additional cases. In the previous publication a 
serious accident with the method was reported; 
however, this accident was obviously the result of 
faulty technique and has not since been repeated. 
Smaller amounts of the insufflation gas were used in 
these diagnoses than was customary for therapeutic 
pneumoperitoneum which they have employed ex- 
tensively in the treatment of tuberculosis at the 
Hospital Saint-Antoine in Paris. 

Nine case histories in brief form are appended to 
the original article, to illustrate. the knowledge 
which can be gained preoperatively—knowledge 
which could not have been obtained by other meth- 
ods. In 1 of these cases, however, a serious diag- 
nostic error was made. Despite the severity of the 
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gastric symptoms in this instance there was nothing 
to formally indicate the presence of an intragastric 
tumor. Tomographically, there was a deeper shad- 
ow on the lateral and superior part of the fundus 
ventriculi which was, however, interpreted as an 
atypical projection of the splenic shadow. Opera- 
tion in this instance, nevertheless, uncovered a gas- 
tric tumor. 

An experience such as the one cited shows the 
need for a better understanding of the topography 
of this region, and the topographic studies should be 
correlated with work on the cadaver. The shadow 
of the left lobe of the liver presents great variations 
in its projection on the roentgenogram. Here also 
the superior pole of the left kidney and the left 
suprarenal capsule intervenes. The pancreas should 
not be forgotten, nor the confusing shadows in- 
volved in the anterior and posterior costodiaphrag- 
matic sinuses. The examiner must be careful not to 
think in terms of a “flat plate;’’ too often, the 
tendency is to consider that a line is the rigorous 
expression of a plane. 

The insufflations of the stomach should provide 
different degrees of distention of this organ. Thus, 
for this purpose the sound is preferred to the 
effervescing mixtures. Partial collapse of the stom- 
ach must not be interpreted as a pathologic in- 
crease in thickness of its wall. 

The discussants dwelt in part upon the use of in- 
sufflation of the retroperitoneal tissue in place of 
the intraperitoneal technique; however, PORCHER 
thinks that the retroperitoneal method of insuf- 
flation is not exempt from danger. He points out 
that it has been indicated, especially in Italian cir- 
cles, that more accidents are occurring in the use of 
retroperitoneal insufflation than are being reported 
in the literature. Joun W. Brennan, M.D. 


Early Intervention in Massive Hemorrhage from 
Gastroduodenal Ulcer (Contributo all’intervento 
precoce nelle grandi emorragie da ulcere gastroduo- 
denali). Franco Stipa. Policlinico, sez. chir., 1951, 
58: 163. 

The author reviews the literature pertaining to 
the treatment of massive hemorrhage from gastro- 
duodenal ulcer. Previous to 1944 he did not operate 
for gastric hemorrhage. Since then he has operated 
on 6 patients with massive hemorrhage due to peptic 
ulcer. The ages of the patients varied from 32 to 6s. 
One case was associated with perforation. All pa- 
tients had symptoms suggestive of ulcer and some 
had had radiologic evidence on previous examina- 
tions. All patients were seen within 3 to 5 hours 
after onset of the hemorrhage. After the adminis- 
tration of from 500 to 1,000 c.c. of whole blood the 
condition improved, and gastric resection was then 
performed in all cases. Local anesthesia was used in 
all cases except the one associated with perforation, 
in which general ether anesthesia was used. 

Two other cases are mentioned. One of these was 
a male 41 years of age with known gastric ulcer of 
the lesser curvature, who died in the operating room, 





where he was being transfused (without response), 
before surgery could be resorted to. The second 
patient was a girl 16 years of age who had had two 
attacks of severe melena 6 months apart. Radiologic 
studies on two occasions failed to reveal the cause. 
After the second attack she was given 1,000 c.c. of 
whole blood and operated upon under local anes- 
thesia. She was found to have an angioma in the 
jejunum about 30 cm. from the ligament of Treitz. 
The author concludes that patients with massive 
hemorrhage seen within 48 hours, in whom there is 
radiologic evidence of ulcer, or in whom the clinical 
story is suggestive, should be operated upon. Gas- 
tric resection including the bleeding vessel is the 
operation of choice. Lucian J. Fronputi, M.D. 


Gastroscopic Biopsy in the Differential Diagnosis of 
Gastritis and Carcinoma. Epwarp B. BENEDICT. 
N. England M.J., 1951, 245: 203. 


Since the introduction of the Benedict flexible op- 
erating gastroscope in 1948, 203 biopsies of the stom- 
ach have been taken by means of this instrument in 
the Endoscopy Clinic of the Massachusetts General 
Hospital, Boston. No accidents and no complica- 
tions have resulted. The advantages of this instru- 
ment are that biopsy of the stomach can be made 
under direct vision, and that aspiration of the gas- 
tric secretions and inflation and deflation of the 
stomach can be accomplished at will. 

A biopsy of the stomach performed through the 
flexible operating gastroscope is of great value in the 
differential diagnosis of carcinoma and gastritis. 

In 5 of 10 illustrated cases, a positive diagnosis of 
carcinoma was established by gastroscopic biopsy. 
In the other 5 cases, diffuse gastric malignancy was 
excluded with reasonable certainty by gastroscopic 
examination and biopsy. 

No gastroscopic examination is complete unless 
biopsy under direct vision is possible. 

CHARLES Baron, M.D. 


The Glycemic Curve Following Oral Intake of Glu- 
cose in Patients Who Have Had Total Gastrec- 
tomy (La curva glicemica nei gastrectomizzati totali 
sottoposti a carico orale di glucosio). ULR1co BRACCI 
and Luciano LorEnzini. Gior. ital. chir., 1951, 7: 
149. 

The authors illustrate the behavior of the glycemic 
curve after the oral intake of glucose in 12 patients 
with total gastrectomy. All patients were studied 
for periods of from 25 to 30 days following surgical 
intervention. In some cases the studies were repeat- 
ed after from 3 to 6 months. n 50 per cent of the 
cases hyperglycemic curves of a pathologic nature 
were obtained. A true hypoglycemia was never ob- 
served. The lowest recording was 70 mgm. per cent. 
The curve usually dropped below the starting point 
in the majority of cases and patients complained of 
hunger accompanied by gastric languor and general 
asthenia. These symptoms were considered to be 
due to a relative hypoglycemia even though not an 
absolute one. 
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Brief reference is made to the existing opinions re- 
garding modification of the absorption of carbohy- 
drates in patients who have had gastric surgery, 
bringing to light the complexity of factors which may 
play a part. They believe it to be an expression of 
a pathological complex in which the predominating 
factors are represented by a modification of the 
esophagogastrointestinal transit, an alteration of the 
duodenal influence on the glucose-regulating mechan- 
ism, with a disturbance of the insulin and adrenalin 
secretions and a compromising absorption due to 
lesions of the intestine sometimes preceding, but 
more often following, the operation. 

Lucian J. Fronputi, M.D. 


A Clinical Study of the Early Postgastrectomy Syn- 
drome. W. M. Capper and T. J. Butter. Brit. M. 
J 5, IQS, 23 265. 

Patients subjected to gastrectomy who exhibit 
symptoms after meals fall into two groups: (1) those 
in whom symptoms occur toward the end of a meal 
or within a few minutes of its completion (early post- 
gastrectomy or dumping syndrome), and (2) those in 
whom symptoms occur during the second and third 
hours after a meal (late or delayed postgastrec- 
tomy syndrome). 

This article concerns the first type which made up 
12 per cent of 660 gastrectomized patients; it is more 
common and severe than the delayed type. When the 
most important symptom is a sensation of fullness 
aiter meals, referred to the umbilicus, the mechanism 
is usually rapid emptying of the stomach with jejunal 
distention. Other symptoms, such as nausea, vomit- 
ing, perspiration, pallor, and palpitation, are most 
often related to traction on the gastric remnant, such 
traction being due partly to the weight of the meal 
and partly to the weight of the afferent loop suspend- 
ed on the gastric remnant. Attacks usually begin 
soon after the operation. They last from 30 to 45 
minutes, and usually follow the heaviest meal of the 
day. 

Of 79 patients studied, 18 had recovered by the 
time the investigation was carried out, but 61 
(77.2%) had persistent symptoms for periods of from 
2 to II years. 

The syndrome occurs with equal incidence after 
all forms of Polya operations, whether antecolic or 
retrocolic, antiperistaltic or isoperistaltic. It does 
not occur after the Billroth I operation. Change 
from the erect to the supine position greatly relieves 
the syndrome. 

The authors describe a method of supporting the 
gastric remnant which was used in 128 patients sub- 
jected to the Polya-Hofmeister gastric resection. The 
incidence of the early postgastrectomy syndrome in 
this series was 1.5 per cent as compared to 15 per 
cent among 113 patients operated on in the conven- 
tional fashion. The essential feature in this proce- 
dure is use of the stump of the left gastric artery 
and the remnant of the lesser omentum to suspend 
the lesser curvature of the stomach and hold it under 
the liver. 
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Eight patients with severe early postgastrectomy 
syndromes were treated by reoperation and fixation 
of the lesser curvature according to this plan. Com- 
plete relief of the syndrome occurred in 7. 

FREDERICK W. PreEstTON, M.D. 


A Critical Evaluation of Subtotal Gastrectomy for 
the Cure of Cancer of the Stomach. Gorpon 
McNEER, HENRY VANDENBERG, JR.. FREDERICK 
Y. Donn, and LEMUEL BowbDEN. Ann. Surg., 1951, 
E34: 2. 


One hundred and twenty autopsy protocols of 
operative survivors of subtotal gastrectomy were 
secured from a large number of metropolitan hos- 
pitals in the New York area. This analysis is based 
on g2 cases in which both the clinical and patho- 
logical findings were sufficiently documented for 
reasonably accurate appraisal. The purpose of the 
analysis was to evaluate subtotal gastrectomy as a 
surgical cure of cancer of the stomach. 

It is believed that many surgeons who perform 
subtotal gastrectomy for duodenal ulcer apply, er- 
roneously, the same technique to the treatment of 
gastric cancer. The high incidence of metastasis to 
the regional perigastric lymph nodes and omentum 
demands that these tissues be included in the dis- 
section. Recurrences appear in the gastric remnant, 
duodenal stump, perigastric lymph nodes, or stom- 
ach bed. If one assumes a 30 per cent 5 year salvage 
in survivors of subtotal gastric resection for cancer, 
the cases herein analyzed fall in the remaining 70 
per cent group. Since local recurrence of carcinoma 
was found in 80.5 per cent of this series, one may 
assume local recurrence in 56 per cent of the total 
group of survivors of resection. Since one cannot 
disprove that the subsequent dissemination of cancer 
did not result from the local recurrence in this 56 
per cent group, one must assume that about one-half 
of the patients surviving subtotal gastrectomy may 
have been denied a chance of cure because of inade- 
quate surgery. 

To lessen this possibility of failure in the future, 
two alternative courses seem indicated: (1) stan- 
dardization of the procedure of radical subtotal gas- 
trectomy for cancer, or (2) routine employment of 
total gastrectomy for all operable cancers by ex- 
perienced surgeons. Harotp LaurMan, M.D. 


Operative Methods in the Treatment of Peptic UI- 
cer. Norman C. TANNER. Edinburgh M.J., 1951, 
58: 279. 

The trend toward a more liberal use of surgery in 
the treatment of peptic ulcer is due to the following 
reasons: (1) the lowering of surgical mortalities; (2) 
diminished postoperative morbidity; (3) diminished 
late ill effects of surgery such as the development of 
anastomotic ulcer; (4) increasing knowledge by the 
laity of the achievements of surgery; and (5) failure 
of medical treatment to control the relapse rate. 

Some operations have been abandoned because 
they proved to be inadequate, or hardly worth the 
risk of laparotomy. Examples of such an operation 
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are the wedge excision, pyloroplasty, local excision 
of the ulcer, and sleeve resection. These operations 
did not attack the basic physiologic defect. 
Regarding the so-called dumping syndrome, the 
author suggests that the term be dropped since 
there is no direct evidence to indicate that this is the 
cause of the syndrome. Contrary to the usual mul- 
tiple small meal regimen, the author suggests that 
the patient take bulky meals of fatty and protein 
food and to eat until he feels bloated, three times a 
day. He believes that by this means many patients 
increase their capacity even though for a few weeks 
they are uncomfortable after meals. Taking small 
meals prolongs the disability according to the author. 
Regarding vagotomy, the author emphasizes the 
point that these patients have a large number of 
postoperative adhesions probably due to atony of 
the stomach. Harotp Laurman, M.D. 


Primary Malignant Epithelial Tumors of the Small 
Bowel. A. G. BArsH. Radiology, 1951, 57: 177. 


According to Ewing, 3 per cent of the malignant 
tumors of the gastrointestinal tract occur in the 
small bowel; of these, 25 per cent are diagnosed on 
roentgen examination. 

Carcinomas, carcinoids, and malignant melano- 
mas are the usual pathological lesions found in this 
part of the tract. The duodenal lesions are usually 
infiltrating and constricting whereas the lesions in 
the ileum and the jejunum may be ulcerative, poly- 
poid, sclerosing, or annular and are most frequently 
found within about 20 inches of the ligament of 
Treitz. Carcinoids, most often found at the distal 
portion of the small bowel, invade the bowel locally 
and metastasize late. 

The symptoms are diffuse and nonspecific al- 
though pain in the right upper quadrant is the most 
constant symptom. Blood is usually noted in the 
stools except in carcinoid tumors. 

The diagnosis is most often made by roentgen 
examination. As a screening method, roentgeno- 
grams of the upper intestinal tract at 30 minutes, 60 
minutes, and 244 hours, and the usual 6 hour film 
are taken if the gastric findings do not explain the 
complaints. Intubation of the bowel with a Miller- 
Abbott tube permits injection of the barium at the 
exact site of the suspected lesion. 

Six cases of primary malignant tumors of the small 
bowel are reported. HERBERT J. Karot, M.D. 


Duodenitis (Les duodénites; aspects cliniques). CHARLES 
Desray and Frépéric Percoxa. Arch. mal. app. 
digest., Par., 1951, Supp. to No. 5: 200. 


The entity known as duodenitis presents several 
interesting aspects. It is known that acute duodenitis 
accompanied by severe ulcerations may produce 
bleeding to such an extent in the proximal duodenum 
as to cause death. In other instances a toxic duo- 
denitis may result from mucosal injury induced by 
toxins excreted by the biliary system. In either cir- 
cumstance, an acute or chronic inflammatory proc- 
ess of the duodenum may result, accompanied by 


ulceration, bleeding, pain, nausea, vomiting, and 
symptoms of acute upper intestinal bleeding. 

Not infrequently, acute duodenitis occurs as a 
complication of severe acute septicemia and thereby 
produces the typical symptoms and signs of duo- 
denal inflammatory disease. The roentgen appear- 
ance of an irritable duodenal segment which fails to 
demonstrate an ulcer crater is highly suggestive of 
such a process. OrVvILLE F, Grimes, M.D. 


A New Operative Approach to Inflammatory Stric- 
tures of the Rectum and Rectosigmoid. BEn 
EIsEMAN and C. BARBER MUELLER. Surgery, 1951, 
30: 448. 

A new operative solution for extensive inflamma- 
tory strictures of the rectum and rectosigmoid is 
described. This consists of an abdominoperineal ex- 
cision of the diseased large bowel, preservation of 
the sphincter, and closure of the gap between the 
descending colon and the sphincter with a length of 
ileum swung down on its mesentery. The distal 
anastomosis is accomplished by the pull-through 
technique. 

Figures 1, 2, and 3 illustrate the disease and opera- 
tive technique used in the case of lymphogranuloma 
venereum described by the author. 

The use of aureomycin and chloramphenicol en- 
able direct attack against the causative agent and 


thus make possible this surgical approach to the ° 


problem. The failure of other surgical measures, the 
possibility of carcinomatous degeneration in the in- 
volved areas of bowel, and the undesirability of liv- 
ing with a colostomy for a nonmalignant disease are 
discussed. 

In the case described, the patient, after 10 months, 
has relatively normal stools and is continent. 

Ernest D. BLOOMENTHAL, M.D. 


Retrograde Lymphatic Diffusion in Cancer of the 
Rectum in Relation to Surgical Conservation 
of the Sphincter Apparatus (Ricerche sulla dif- 
fusione linfatica retrograda del carcinoma del retto 
in relazione alla conservazione chirurgica dell’ appa- 
rato sfinterico). LEONARDO Enrico and Lutcr Za- 
NETTI. Arch. ital. chir., 1951, 74: 173. 


An analysis was made of the lymphatic spread in 
21 patients with carcinoma of the rectum, who were 
subjected to abdominoperineal resection. In 16 of 
these, no metastatic nodes were found below the 
tumor. 

In the remaining 5 patients, all in advanced stages, 
16 lymph nodes with neoplastic invasion were found 
below the tumor; however, of these, only 2, found at 
4 cm. and 7 cm. distances, were of surgical signifi- 
cance as far as retrograde spread is concerned. 
These were in separate cases. All of the others could 
be included in a resection that went 5 cm. beyond 
the palpable tumor. The authors believe that a 
resection that goes 5 cm. beyond the palpable tumor 
will be sufficient in the vast majority of cases, but 
certainly not in all of them. 

Lucian J. Fronpvuti, M.D. 
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Fig. 1 (Eiseman, Mueller). a. Condition prior to excision 
of the diseased. rectum and rectosigmoid colon. Dense 
fibrous adhesions completely stenosed the lower rectum and 
extended up to the colostomy. b. The abdominoperineal 


Small-Gut Obstructions Following Combined Ex- 
cision of the Rectum; with Special Reference to 
Strangulation Around the Colostomy. J. C. 
GOLIGHER, O. V. Ltoyp- Davies, and C. T. RoBERT- 
son. Brit. J.Surg., 1951, 38: 467. 


These authors have analyzed the frequency and 
causes of postoperative mechanical obstruction in a 
consecutive series of 1,302 cases treated by combined 
excision at St. Mark’s Hospital, London, from 
January, 1936 to December, 1949. Thirty-seven 
patients (2.84%) developed a definite obstructive 
lesion, as proved by laparotomy or at autopsy. Four 
other cases presented strong clinical evidence of a 
mechanical obstruction, but these responded success- 
fully to conservative treatment with suction through 
a Miller-Abbott tube and intravenous fluids. 

The types of obstruction were classified as follows: 

1. Obstruction not specifically related to the nature 
of the operation (15 cases). In 13 cases the obstruc- 
tion was due to adhesions between adjacent loops of 
small gut or between small gut and the parietes, 
particularly the anterior abdominal wound. These 
might have developed after any abdominal opera- 
tion. In one case the obstruction was caused by a 
Meckel’s diverticulum and in another, by herniation 
of the bowel through the wound. 

2. Obstructions arising in connection with the pel- 
vic peritoneal floor (12 cases). These were of three 
types, viz., adherence of a loop of small gut to the 
suture line in the pelvic peritoneum, herniation 
through a gap in the suture line, and angulation of 
the lower ileum as a result of peritoneal mobiliza- 
tion and previous adhesions to the region of the 
cecum. 

3. Obstructions originating in the vicinity of the 
colostomy (10 cases). These occurred as a result of 
adhesions of the small gut to the peritoneal aspect of 
the colostomy wound or to the edge of the mesocolon, 
stretching forwards to the colostomy (3 cases), 
strangulation of a loop of ileum in a hernia through 
the colostomy wound (one case), herniation with 
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resection is completed, but with the anal sphincter intact. 
A 25 cm. segment of ileum is mobilized prior to swinging it 
down into the pelvis. c. The operation is completed. Fecal 
continuity has been re-established. 


strangulation between the peritoneal leaves of the 
iliac mesocolon, and herniation through the narrow 
peritoneal] isthmus on the outer side of the colostomy, 
the affected loop of small bowel passing through this 
gap and becoming strangulated (3 cases). The signi- 
ficant point here appears to be that one must close 
the lateral space so that no herniation can occur. 

The greatest risk of obstruction lies in the imme- 
diate postoperative period. Of the 37 cases, 25 ap- 
peared during the hospital period (first 4 weeks) and 12 
later (from the second month to the fourteenth year). 
The major diagnostic distinction appears to be be- 
tween paralytic ileus and mechanical obstruction in 
the early postoperative period, but the diagnosis is 
usually not difficult. Early, it may be necessary to 
use gastric suction until a definite diagnosis of 
mechanical obstruction is made. Once this is accom- 
plished, laparotomy is advised. The authors favor a 
right paramedian exploratory incision. In no case 
was strangulation severe enough to cause gangrene 
and require resection. 

Three patients with late obstruction, who were 
treated expectantly on the erroneous diagnosis of 
peritoneal recurrences, died. One other patient in 
whom the early diagnosis was that of a paralytic 
ileus, and who was treated along conservative lines, 
also died. 

The remaining 33 patients were treated by opera- 
tion. Of these, 3 died—one of myocardial degenera- 
tion soon after operation, another of bronchopneu- 
monia, and the third of sudden collapse on the oper- 
ating table. There were 7 deaths from mechanical 
obstruction, a mortality of 18.9 per cent. 

To prevent these complications, care should be 
taken not to leave raw peritoneum, but to bring 
serous surface to serous surface; to leave short tails 
on the catgut suture (there was one case of adherence 
to the end of the catgut suture); to divide any ileal 
bands to prevent kinking; more frequent use should 
be made of an iliac colostomy rather than a central 
one, with suture of the leaves of the iliac mesocolon, 
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especially in fat people, and obliteration of the 
lateral space. LeRoy J. Kiernsasser, M.D. 


The Surgical Correction of Chronic Internal Anal 
(Sphincteric) Contracture. STEPHEN EISEN- 
HAMMER. South Afr. M.J., 1951, 25: 486. 


The internal anal sphincter is a continuation of the 
circular muscle of the large bowel. Spasm of this 
muscle results from chronic medicinal purgation, 
cryptitis, hemorrhoidal congestion, proctitis, and 
sympathetic overstimulation. The spasm, if per- 
sistent, leads to organic structural changes in the 
muscle and results in permanent contracture. In the 
later stages, the inner lining tissues of the anal canal 
appear to lose their elasticity and become rigid, and 
a fissure develops generally at the weak midposte- 
rior site. 

Division of the internal sphincter does not result 
in anal incontinence provided the external sphincters 
are left intact. The procedure is indicated when in- 
ternal sphincter contracture exists in association 
with hemorrhoids, in chronic fissure syndrome, senile 
stenosis, and rare sympathetic stenosis. 

The author recommends a single incision extend- 
ing from the dentate line to the anal intermuscular 
septum. The internal sphincter is divided trans- 
versely to its fibers and allowed to retract. The op- 
eration may be done under local anesthesia. Good 
results followed this procedure in 123 cases. 

FREDERICK W. PREsTON, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Hemobilia in Malignant Tumors of the Liver. Pau. 
Rupst6m. Acta chir. scand., 1951, 101: 243. 


The author reviews the case histories of 2 patients 
exhibiting blood in the extrahepatic biliary system 
incident to malignant disease. Both patients ex- 
hibited a similar clinical picture, and the diagnosis 
of hemobilia was verified by operation. In both in- 
stances there were repeated attacks of colic which 
continued even after the removal of the gall bladder. 
In connection with the attacks, there was bleeding 
and secondary anemia, jaundice, and the absence of 
filling of the gall bladder by roentgen examination. 
In 1 patient the tumor was a primary carcinoma of 
the liver, and in the other patient a malignant mela- 
noma of the leg had metastasized to the gall bladder. 
Both operative procedures were performed on the 
preoperative diagnosis of cholecystitis and cholelith- 
iasis with probable common duct stones. 

ORVILLE F. Grimes, M.D. 


Anastomosis of the Common (Bile) Duct and Duo- 
denum as a Treatment for Stones in the Com- 
mon Duct. Pietro VALponr. Sc. med. ital., 1950, 
13°96. 

At the University of Rome, 200 patients with 
stones in the common bile duct were treated by 
anastomosis of the duct to the duodenum. There 
was a mortality of 8.6 per cent. Of the 70 patients 








who were followed, 82.8 per cent showed com- 
plete and permanent cure. Three required a second 
operation. In 2 the stoma had narrowed and ob- 
struction occurred because of the reformation of 
stones. A second choledochoduodenotomy gave 
complete relief. In the third case an infection in the 
infrahepatic area required drainage. Drainage re- 
lieved the obstruction and jaundice disappeared. 

The advantages of anastomosing the side of the 
common duct to the side of the duodenum with a 
wide stoma are: (1) there is an immediate effect of 
the internal drainage—it quickly releases the biliary 
stasis, (2) the absence of external drainage of several 
hundred cubic centimeters of bile daily, (3) di- 
minished damage to the pancreas, and (4) in- 
frequency of reformation of common duct stones. 

Several theoretical objections arise. The possi- 
bility of back flow from the duodenum into the bili- 
ary passages would seem to be an important con- 
sideration; however, none of the patients had any 
feeling of pain or symptoms referable to duodenal 
reflux. It is believed that the back flow is only a 
transitory one because the liver eliminates with its 
bile flow whatever may penetrate into the biliary 
canals. A simultaneous cholecystectomy was per- 
formed in each case. This prevented any accumula- 
tion or stasis of duodenal reflux in the gall bladder. 
Another objection might be that the operation is 
difficult to perform. It is pointed out that the duct 
is usually thickened and dilated, and is frequently 
adherent to the duodenum in such a way that the 
anastomosis between it and the superior margin of 
the duodenum is a relatively easy operative pro- 
cedure. 

The indications for the operation are (1) the pres- 
ence of gall stones in the common duct, (2) jaundice 
with retention when the lowering of tension in the 
bile passages is essential, (3) septic cholecystitis, and 
(4) chronic pancreatitis. 

A complete description of the operative procedure 
is outlined. The gall bladder area is always drained. 
It is pointed out that this procedure brings about (1) 
a permanent and free flow of bile with relief of pres- 
sure in the biliary passages without loss of bile, (2) 
elimination of bile sand, bile deposit, and small 
stones in the intrahepatic biliary passages which can 
be detected by cholecystography but cannot be re- 
moved, (3) the impossibility of recurrence, and (4) 
the possibility of establishing permanent drainage in 
infected cases. Curtis Artz, M.D. 


Experiences with Supraduodenal Choledochoduo- 
denostomy (Erfahrungen mit der supraduodenalen 
Choledocho-duodenostomie). Von H. Harti and 
W. Rarnpt. Wien. med. Wschr., 1951, 101: 444. 


It is only relatively recently that supraduodenal 
choledochoduodenostomy has been accepted as a 
method of treatment for obstruction of the bile 
ducts. The most common arguments against this 
procedure have been (1) danger of infection, (2) ex- 
clusion of the sphincter of Oddi, and (3) difficulty in 
technique. The authors do not consider these as 
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sound arguments. Infection is feared only in ob- 
struction, in which cases bacteria ascend and be- 
come’ pathogenic. Choledochoduodenostomy re- 
lieves obstruction and eliminates this danger. With 
a rise in intraluminary pressure, duodenal contents 
may be forced into the duct system, but this is only 
transient and, for the most part, is counterbalanced 
by the secretory pressure of the liver—estimated to 
be in excess of 30 cm. of water. A sphincter injured 
by obstructing stones, stenosis, or by operation such 
as a sphincterotomy or some other procedure, has 
lost its function. Why, then, the objection to ex- 
cluding it? Difficulty in technique is no argument at 
all in the opinion of the authors, though difficulty is 
increased if the procedure follows a previous opera- 
tion upon the duct system. The authors believe that 
choledochoduodenostomy provides the greatest as- 
surance of patency to the outflow of bile, permits the 
removal of stones, and is thorough without the risk 
of future operation. 

The indications for use of the method have been 
those for choledochotomy. Certain principles are 
set forth in order to make the procedure a success. 
There must be a free flow of bile at the end of the 
operation. External drainage is avoided, since it 
has the disadvantages of loss of bile to the outside, 
irritation from drainage, recurrence of obstruction, 
and stenosis. The duct should be thoroughly ex- 
plored for stones before closing the anastomosis. 
Great care in technique is exercised to prevent in- 
jury to the common duct. Cholecystectomy is not 
performed in acute and subacute cholangitis, but in- 
stead a cholecystostomy is performed. Forceful 
probing of the duct or forceful removal of stones is 
avoided. The avoidance of damming of bile is re- 
commended. Blunt dilatation of the sphincter, or 
use of the long-limb T tube as recommended by 
Lahey is not accepted as a substitute for the preven- 
tion of damming of bile. Cholecystoduodenostomy 
is occasionally performed in conjunction with chole- 
dochoduodenostomy as a shunt around the anasto- 
mosis site and as a safety valve against recurrence of 
stones or stenosis by scar. 

In 15 years the authors have collected 123 cases in 
which choledochoduodenostomy was _ performed, 
with a true operative mortality of 0.82 per cent, or 
an overall mortality of 1.63 per cent. The cases are 
divided into 3 types: (1) those with cholangitis 
(2) those with obstructive jaundice, and (3) those 
with symptomless common duct stones. The cho- 
langitis is classified as acute, subacute, and chronic. 
With this classification the authors’ statistics showed 
that of 61 patients followed, who had cholangitis 
treated by choledochoduodenostomy, 50 were symp- 
tom-free after from 1 to more than 5 years, 9 had 
mild symptoms, 1 patient had pseudocolic, and 1 had 
true recurrence of symptoms. Choledochoduode- 
nostomy is believed to be the method of choice in 
acute cholangitis provided further operations are 
avoided, i.e., cholecystectomy and transduodenal 
lithotomy. In cases of massive rupture of empyema 
into the common duct, choledochoduodenostomy is 
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combined with cholecystostomy. In chronic cholan- 
gitis, the authors recommend operating in the inter- 
val between attacks. 

Of the patients with obstructive jaundice so 
treated, 22 were followed and of these, 17 were symp- 
tom-free from 1 to more than 5 years after operation, 
3 had mild symptoms, 1 had pseudocolic, and 1 had 
true recurrence. 

Only 7 patients with symptomless stones were 
treated by choledochoduodenostomy. 

The authors’ cases with a review of the literature 
indicate that the method of choledochoduodenos- 
tomy as compared with other procedures for the 
treatment of common duct obstruction carries the 
lowest mortality. Among 646 patients treated by 
supraduodenal choledochoduodenostomy, the mor- 
tality rate was 7.6 per cent; among 333 patients 
treated by supraduodenal choledochotomy and clos- 
ure, the mortality was 9 per cent; among 2,566 pa- 
tients treated by supraduodenal choledochotomy 
with drainage, the mortality was 13.4 per cent; and 
of 115 patients treated by transduodenal papillo- 
choledochotomy or choledochotomy, the mortality 
was 27.8 percent. Jacos T. BRADSHER, JR., M.D. 


Choledochojejunostomy: Its Role in the Treatment 
of Chronic Pancreatitis. Ratpa F. Bowers and 
Jack GREENFIELD. Ann. Surg., 1951, 134: 99. 


The authors present 5 cases of chronic pan- 
creatitis treated by choledochojejunostomy. All 
patients had multiple episodes of acute pancreatitis 
prior to operation, and 3 patients had had previous 





Fig. 1 (Bowers, Greenfield). Diagrammatic sketch repre- 
senting plan of operation. 
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Fig. 2 (Bowers, Greenfield). Choledochojejunal anasto- 
mosis. Diagram also shows site of placement of T tube. 


abdominal operative procedures without relief of 
symptoms. 

The rationale of this procedure is based on the 
work of Opie and others, which showed that the 
biliary and pancreatic ducts often form a common 
channel, and, when regurgitation of biliary secre- 
tions into the pancreatic duct occurs, pancreatitis 
may result. The authors’ method of treatment 
eliminates the common channel. 

Details of the procedure include an end-to-end 
choledochojejunostomy with jejunojejunostomy ac- 
cording to the Roux-Y principle, as illustrated in 
Figures 1 and 2. The authors consider it advisable 
to remove the gall bladder in all cases. T tube 
drainage of the common duct is maintained for a 
period of 3 months. 

The follow-up in these patients averaged 814 
months, during which period no episodes of acute 
pancreatitis occurred in any patient. 

FREDERICK W. PRESTON, M.D. 


The Profile Roentgenomanometric Syndrome of the 
Dyskinesias of the Accessory Biliary Tract, 
Demonstrated by Roentgenomanometry, Using 
Preoperative Transparietohepatic Puncture (Le 
syndrome radiomanométrique de profil, des dyski- 
nésies de la voie biliaire accessoire, individualisé par 
la radiomanométrie par ponction transpariéto-hépa- 
tique pré-opératoire). M. M. Kapanpjt. Arch. mal. 
app. digest., Par., 1951, 40: 601. 


Two cases of dyskinesia of the accessory biliary 
tract are presented; one case was that of an indura- 
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ted postinfectious process in the region of the neck 
of the gall bladder, secondary to a perforated duode- 
nal ulcer, and the other, that of a 33-year-old female 
with a long history of biliary vesicular troubles. 

With the author’s method of roentgenomanome- 
try, that is, the puncture into the lumen of the gall 
bladder through its surface of attachment to the 
under surface of the liver (bed of the gall bladder) 
from the skin surface, it could be shown that in the 
first case the vesical neck was involved in adhesions, 
indurated and stenotic. It was shown in the second 
case that the gall bladder responded to the raising 
and lowering of the pressure of the shadow-produc- 
ing fluids injected through the puncturing needle by 
dilatations and displacements which appeared nor- 
mal and which seemed to postulate a gall bladder 
with normal thickness and pliability of its walls. 

Both of these cases were reported in the author’s 
original communication, read before the Academy of 
Sciences (Institute de France) and published in the 
May-June issue of the Revue de Chirurgie, 1950, and 
in the three following numbers. In these issues 
Kapandji discussed in extenso his three points of 
entry for the puncture needle (between the seventh 
and eighth costal cartilages in front, just below the 
cartilaginous portion of the costal arch in front, or— 
depending upon the position of the gall bladder— 
through the abdominal wall itself) and the position 
of the roentgen tube and the screen, or film, for the 
anteroposterior (tube behind, screen in front) and 
the profile, or laterolateral, (tube to right of patient, 
screen to left) roentgen projections. 

Since that report, however, it may be added that 
the patient in the second case here reported has 
been doing very well on simple antispasmotic medi- 
cation, just as was promised by her reaction toward 
the pharmacologic test (2 ampules of amyl nitrite 
and o.5 mgm. of atropin), in which after such admini- 
stration the gall bladder seemed to empty through 
its neck into the choledochus much more easily and 
under lower pressure of the injected fluids. Thus, 
this lesion is now considered as functional, rather 
than organic, in nature. 

Even more complete is the information procured 
from the first of the reported cases, in that an autop- 
sy was procured soon after the first report was pub- 
lished. The healed, perforated ulcer of the duode- 
num and the indurative and infectious processes 
about the neck of the gall bladder are shown by a 
number of photomicrographs in the original article. 

In the discussion, following the reading of Kapan- 
dji’s article by Guy Albot, the discussants in general 
seemed to question the fidelity, practicability, and, 
indeed, the safety of the method. The chief objec- 
tion to the method concerned the extreme variability 
of the normal anatomy and physiology of the gall 
bladder system. Here, however, Guy ALBOT main- 
tains that the validity of the test does not depend 
upon the anatomic position and relationships in this 
region so much as upon the physiologic variations 
during the time of the test upon one and the same 
patient. Guy Axsort thinks that if the method of 
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Kapandji, difficult and spectacular as it seems, 
proves to be without danger, it offers certain advan- 
tages over that of preoperative roentgenomanome- 
try and will in the future contribute to the further 
restriction of indications for the preoperative 
method. 

The transparietohepatic puncture can be carried 
out under much more tranquil circumstances than 
the preoperative method and serves to simplify the 
surgical act itself. In addition, it would seem to fore- 
stall, in many instances, a prolonged gall bladder 
drainage, which has often been indicated under cir- 
cumstances of uncertainty. Guy ALsor believes 
that the method should not be rejected immediately 
under the domination of a first impression. 

Joun W. BRENNAN, M.D. 


Aberrant Pancreas. SEIBERT PEARSON. Arch. Surg., 
1951, 63: 168. 

An aberrant pancreas is no longer considered a 
rare and unusual lesion. The first description of this 
entity is accredited to Jean Schultz in 1727. Klob is 
generally considered as recording the first authentic 
cases with microscopic confirmation. The author re- 
views the literature, presents a historical summary, 
and reports 3 personal cases. This brings the total 
number of recorded cases to 589. 

Aberrant pancreatic tissue is found in about 1 to 2 
per cent of autopsies. It occurs in 2 per cent of 
Meckel’s_ diverticula. ‘Barbosa, Dockerty, and 
Waugh state that such tissue will be found once in 
every 500 upper abdominal operations. It occurs in 
a variety of locations. Approximately 30 per cent of 
such tissue occurs in the duodenum, 25 per cent in 
the stomach, 15 per cent in the jejunum, 3 per cent 
in the ileum, and 6 per cent in Meckel’s diverticulum. 

There are several theories pertaining to its origin. 
The most generally accepted theory is that of 
Warthin who believes that accessory pancreatic tis- 
sue is formed from the lateral budding of the rudi- 
mentary pancreatic ducts as they penetrate the in- 
testinal wall. The nodules are usually single, firm, 
and yellowish-white in color; they vary in size from a 
few millimeters to 4 or 5 centimeters. Some contain 
an excretory duct. All the elements of the normal 
pancreas may be present in the aberrant nodule. 

All authors agree that aberrant pancreatic tissue 
may be physiologically active. Pathologically the tis- 
sue is subject to all the lesions found in the normal 
pancreas. Chronic pancreatitis, cystic fibrosis, cyst 
formation, and benign and malignant neoplastic 
changes have been found in aberrant pancreatic 
tissue. 

In the majority of cases of aberrant pancreas, 
symptoms are not produced. However, clinical 


symptoms may occur and are indicative of such 
diseases as intestinal obstruction, peptic ulcer, gail 
bladder and bile duct disease, intussusception, pan- 
creatitis, and hypoglycemia. The author believes 
that certain of these lesions have surgical significance 
and require treatment. 

Reports of 3 cases of aberrant pancreas are pre- 
sented. All 3 cases occurred in women. Operation 
was done in each case. fn the first the aberrant tis- 
sue occurred in the jejunum and was biopsied but not 
removed. In the second case the aberrant pancreas 
was in the ampulla of Vater, obstructing the bile and 
pancreatic ducts. It was successfully excised, and 
this operation is believed to be the first successful re- 
moval of this lesion in this location. The third patient 
revealed an aberrant pancreas in the pylorus; this 
was also successfully removed. 

Donatp C. Geist, M.D. 


MISCELLANEOUS 


Retroperitoneal Tumors in Infants and Children. 
Wittram H. Snyper, Jr., CHARLES A. KRUSE, 
E. M. GREANEY, and LAWRENCE CHAFFIN. Arch. 
Surg., 1951, 63: 26. 

A survey of 88 consecutive retroperitoneal tumors 
at the Los Angeles Children’s Hospital included 84 
malignant tumors and 4 benign tumors. There were 
47 Wilms’ tumors, 31 neuroblastomas, 2 lympho- 
sarcomas, 2 adrenocortical adenomas, and 1 each of 
the following tumors: undifferentiated sarcoma, fi- 
brosarcoma, rhabdomyosarcoma, myxofibroma, be- 
nign adult teratoma, and lipoma. 

The symptoms are those of an expanding retro- 
peritoneal mass. In approximately one-half of the 
cases, the initial symptom is an enlarging abdomen, 
and a palpable mass is present. In the other half, 
gastrointestinal, and acute abdominal symptoms 
and debility appear early. When an abdominal 
mass is felt, the condition should be considered 
malignant until it is proved otherwise. An intra- 
venous pyelogram is of special importance in the 
early diagnosis of this condition, and in assuring the 
surgeon that the other kidney is functioning. 

Treatment in most cases is early abdominal ex- 
ploration, which is best accomplished through a 
transperitoneal approach. Preoperative roentgen 
therapy seems justifiable if the tumor is massive 
and strongly suggests Wilms’ tumor. 

The 5 year survival rate of children with retro- 
peritoneal malignant tumors is 17 per cent (8 sur- 
vivals among 46 cases). The 5 year survival rate of 
patients with Wilms’ tumor is 20 per cent (6 sur- 
vivals among 30 children). 

FREDERICK W. PRESTON, M.D. 








UTERUS 


Clinical and Radiologic Study on Mucous Polyps of 
the Corpus Cavity of the Uterus (Etude clinique 
et radiologique des polypes muqueux de la cavité 
corporéale de l’utérus). RAout PALMER and JEAN 
Scumitr. Rev. fr. gyn. obst., 1951, 46: 129. 


The authors discuss a series of 40 cases of polyps 
of the uterus. The site of predilection is the fundus, 
and the area is close to the isthmus. The polyps may 
be single or multiple, and are sometimes associated 
with generalized or local polypoid hyperplasia of 
the mucosa. 

In 21 of these cases there was evidence of hyper- 
folliculinism, which may have played a causative 
role. In 5 cases infection of the endometrium or of 
the polyp was found but there was no evidence that 
the infection had been present prior to the develop- 
ment of the polyp. 

For various reasons hysterography is by far pref- 
erable to hysteroscopy for the diagnosis of a polyp. 
The technique of hysterography is given in detail. 

Curettage is the treatment of choice. Recurrences 
are not infrequent. WERNER M. Sotmitz, M.D. 


Contribution to Our Knowledge with Reference to 
Complications in Myoma Patients (Contribution 
a l’étude des complications dans les cas de myomes). 
S. H. Canca. Acta med. Turcica, 1951, 3: 65. 


A 50 year old widow had been suffering, for a 
period of 5 years, of intermittent metrorrhagias with 
intercalated periods during which there was only a 
limpid, yellowish, fetid discharge. There had been a 
few unimportant epigastric pains. 

In the vagina, a tumor the size of a fetal head 
could be palpated. The descending pyelogram dis- 
closed a marked hydroureter and hydronephrosis. On 
the eve of operation, the Volhard test demonstrated 
a dilution of 1,005 and a concentration of 1,012; the 
Kauffmann was 6.2. Nevertheless, the patient was 
not edematous and the blood urea was 0.05 per cent. 

A hysterectomy by morcellation was done and 50 
mgm. of radium were placed in the uterus. Before 
the operation the quantity of urine had persisted at 
less than 500 c.c.; 10 days after operation it had re- 
turned to 1,200 c.c. A month later the Volhard test 
was 1,000 to 1,020, the hydronephrosis had com- 
pletely disappeared and the hydroureter had dimin- 
ished markedly. The patient was in excellent health. 

This case is presented as part of a report on the 
cases (326) observed in the author’s clinic during the 
period from 1946 to 1949. This material is intended 
as a supplementation of the material (547 cases) re- 
ported by Ducuing in his book. Although the liter- 
ature is replete with discussions on the etiology and 
treatment of myoma of the uterus, the complications 
of this condition have not received adequate consid- 
eration. 
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In the author’s material, metrorrhagia comprised 
65 per cent—in material, 70 per cent. The corre- 
sponding figures for epigastric and lumbar pains were 
23 and 17 per cent; for dysuria, 12 and 27 per cent; 
for leucorrhea, 5.2 and 1.8 per cent; for dysmenor- 
rhea, 2.7 and 4.7 per cent, respectively. 

The pain symptom is apt to be ignored by the pa- 
tients with myoma unless it becomes unbearable, 
and in this particular instance the long period of 
widowhood with consequent absence of preoccupa- 
tion with the vagina resulted in this myoma reaching 
such a size without being detected. 

Joun W. BRENNAN, M.D. 


A Clinicopathological Classification of Endometrial 
Carcinoma Based on Physical Findings, Ana- 
tomicai Extent, and Histological Grade. W11- 
LIAM F, Finn. Am. J. Obst., 1951, 62: 1. 


The current classifications of endometrial car- 
cinoma are reviewed by the author. Their inade- 
quacy and lack of universal acceptance have led to 
the development of a clinicopathological classifica- 
tion which is based on a combination of the clinical 
division, the pathological stage, and the microscopic 
grade. The clinical division is based on operability. 
The current standard includes the complete removal 
of all carcinoma by total hysterectomy and bilateral 
salpingo-oophorectomy. 

Classification based on the anatomical extent of 
the carcinoma, as determined by gross and micro- 
scopic examination, has been substituted as: 

Stage 1, confined to endometrium. 

Stage 2, involvement of superficial myometrium. 

Stage 3, penetration of deep myometrium. 

Stage 4, intrapelvic extension exclusive of bladder 
and rectum. 

Stage 5, extrapelvic extension. 

The author believes that the use of four histolog- 
ical grades is overrefined, and histological classifica- 
tion which is based on three grades is proposed: 

Grade A, well differentiated. 

Grade B, intermediate. 

Grade C, poorly differentiated. 

He suggests that the term “adenoma malignum” 
be abandoned. This lesion should be called what it 
actually is, a well differentiated or Grade A adeno- 
carcinoma of the endometrium. 

There is a close correlation between the clinical 
divisions and the anatomical stages. The anatomical 
stages parallel the histological grades. The connec- 
tion between the clinical divisions and the histo- 
logical grades is less intimate. The anatomical ex- 
tent with its consequent operability is more impor- 
tant than the histological grade. Both the incidence 
of recurrences and the survival time bear a direct 
relationship to the operability, the anatomical ex- 
tent, and the histological grade of the endometrial 
carcinoma. 




















Since the vast majority of endometrial carcinomas 
are operable, the clinical division of operability may 
be omitted. The carcinoma is then accurately 
classified by its anatomical stage and histological 
grade, e. g.,1 A, 2B, or 5 C. 

It is suggested that national gynecological or 
cancer societies formulate an adequate clinicopatho- 
logical classification of endometrial carcinoma which, 
by its universal adoption, would result in a uniform, 
generally accepted classification. 

Ery Exuiott Lazarus, M.D. 


Panhysterectomy in the Treatment of Carcinoma 
of the Uterine Cervix. Evaluation of Results. 
RicHaArp T. F. Scumipt. J. Am. M. Ass., 1951, 146: 
1310. 


Thirty-six cases of early carcinoma of the uterine 
cervix treated by panhysterectomy, and in some 
cases by accompanying x-ray irradiation, are pre- 
sented. In 23 cases observed postoperatively for 
from 5 to 14 years, there was a 5-year cure rate of 
65.2 per cent. In 13 cases followed up from 3 to 5 
years, 53.8 per cent of the patients were alive and 
well at the end of the follow-up period. 

These results do not compare favorably with those 
obtained by irradiation alone of a more advanced 
group of stage 1 carcinomas. The 5-year cure rate 
by irradiation alone is 63.6 per cent. 

Ordinary panhysterectomy is probably not ade- 
quate treatment even for selected stage 1 carcinomas 
of the cervix. Wide panhysterectomy may offer 
better results. CHARLES Baron, M.D. 


Sarcoma of the Uterus; Review of 16 Cases, 1939 to 
1948. Peter M. Murray and GezaA WEITZNER. Am. 
J. Obst., 1951, 62: 396. ; 


This is a report of 21 cases of sarcoma of the 
uterus which occurred over a 12-year period among 
21,929 general gynecologic patients. In this same 
period there were 111 cases of cancer of the fundus 
uteri, 394 cases of cancer of the cervix, and 5,539 
cases of leiomyoma. 

Each of the first 16 case histories is abstracted and 
various data are of interest: 

1. Three cases were of endometrial origin; 13 
were myogenic. 

2. Eight cases occurred in patients under 50 years 
of age, and 4 of these were in patients under 40 years. 
Only 4 cases occurred in women over 60 yearsof age. 

3. Vaginal bleeding was a symptom in 15 cases. 
Abdominal mass and pain each were present in 7 pa- 
tients. 

4. Seven patients died within 1 year. Four pa- 
tients died after 1 year but in less than 5 years. 
Four patients were alive, but 5 years had not yet 
elapsed since the operation. There was only 1 patient 
alive after 6 years. This patient had an endometrial 
sarcoma. 

5. All of the patients received postoperative radi- 
ation therapy. All were radioresistant. 

The treatment of choice is early complete hysterec- 
tomy. Henry C. Fark, M.D. 
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Indications and Technique of Vaginal Hysterec- 
tomy (Indicazioni e tecnica della isterectomia vagi- 
— Mario Massazza. Ann. ostet. gin., 1951, 73: 
183. 

The author reports a series of 440 vaginal hyster- 
ectomies. There were 382 simple vaginal hysterec- 
tomies with only one mortality. The operative indi- 
cations were menopausal bleeding (173 cases), uter- 
ine fibroids (121 cases), adnexal disease (42 cases), 
adenocarcinoma of the fundus (42 cases), and com- 
plete uterine prolapse (14 cases). 

The author regards the radical vaginal hysterec- 
tomy (Stoeckel’s technique) as the operation of choice 
for stage I carcinoma of the cervix; therefore, his 58 
cases are of particular interest. Among these cases 
are 30 patients who may now be utilized for evalu- 
ation of 5 year survival. In this group of 30, the 
overall 5 year survival was 60 per cent. Of the 20 
patients with stage I lesions, 17 (85%) lived over 5 
years; of 9 with stage II lesions, 4 (44%) lived over 
5 years, and 1 patient with stage III carcinoma did 
not live that long. Three patients whose whereabouts 
are unknown are considered among the nonsurvivors. 

The chief advantage of the radical vaginal hyster- 
ectomy is the incomparably lesser surgical trauma. 
There are also certain technical considerations which 
favor the vaginal operation. In an abdominal hys- 
terectomy, the parametrium and paravaginal tissues 
are in the depth of the operative field and often dif- 
ficult to reach, while in the vaginal procedure they 
are superficial and easily accessible. 

It is equally important to recognize the limitations 
and contraindications of this operation, such as 
tightness and abnormal length of the vagina, adnexal 
inflammatory disease, pelvic adhesions and previous 
pelvic surgery. Associated early pregnancy also 
would contraindicate vaginal hysterectomy because 
of the marked pelvic hyperemia. Except for 1 case of 
vesicovaginal fistula, the only postoperative compli- 
cations encountered were urinary retention and 
cystitis. 

The advantages of the abdominal Wertheim hys- 
terectomy consist in the possibility of a more radical 
operation, including ligation of the internal iliac ar- 
tery, removal of involved lymph glands, and more 
extensive dissection of the parametrium. Ligation of 
the internal iliac artery will give better hemostasis 
during the operation than simply securing the uter- 
ine artery, but the final outcome is not affected by 
this step. The question of the lymph nodes has been 
repeatedly discussed and vaginal hysterectomy does 
not permit, as a rule, inclusion of the hypogastric 
nodes. Their systematic removal in the course of 
the abdominal procedure greatly impairs the imme- 
diate surgical prognosis but does not seem to im- 
prove the remote result; an apparently circumscribed 
stage I lesion may have such an early and distant 
lymphatic spread that even the resection of the hy- 
pogastric nodes may prove to be futile. Wide para- 
metrial resection, facilitated by the abdominal ap- 
proach, is of no particular significance in stage I 
carcinoma. 
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The observance of certain technical details will 
facilitate the radical vaginal hysterectomy. 

The operation is performed using local infiltration 
anesthesia with a solution of sucrocaine-adrenalin 
until the uterus can be exteriorized; at this point, 
intravenous sodium penthotal is administered. Gen- 
erous local infiltration of the paravaginal tissues, the 
fornices, and the ischiorectal fossae assures not only 
good anesthesia but also a remarkable absence of 
bleeding. A paravaginal incision (Schuckardt), either 
unilateral or bilateral, will make for better and more 
adequate exposure. The sleeve of vaginal mucosa 
which is to be reflected over the cervix should be 
sufficiently long to cover completely and comfort- 
ably the external os. The interrupted sutures which 
close off this cuff should be of heavy enough material 
and in sufficient number to permit strong traction. 

Visualization of the ureters is considered the most 
difficult, but also the most important, step in this 
operation. After freeing the paravaginal and retro- 
vesical connective tissues, the uterus can easily be 
displaced downwards by pulling on the traction su- 
tures of the reflected vaginal sleeve. In view of its 
anatomical close relationship to the uterine artery 
and the paracervical connective tissue, the ureter 
will be displaced downwards by the descent of the 
uterus, forming an arch which curves beneath the 
uterine artery. As soon as the lateral bladder pillars 
are pushed up, the uterine artery is carefully grasped 
and one clamp is placed above the other until the 
lowermost portion of the ureteral arch is reached. 
The uterine artery, which must not be isolated from 
its surrounding connective tissue, is now ligated as 
high as possible and the ligature left long for later 
reference when the parametrium is cut. After incising 
the posterior peritoneal fold in the cul-de-sac, the 
uterosacral ligaments should be cut short and 
ligated. 

The anterior peritoneal fold should now be opened, 
the uterus exteriorized, and the tubes and round 
ligaments divided. The exteriorized uterus is pulled 
to one side while the ligature of the uterine artery 
and the ureteral arch are protected by a small re- 
tractor; the stretched parametrium is cut as close as 
possible to the lateral pelvic wall, without using any 
clamps. If the uterine artery has been tied high 
enough, no further bleeding will ensue. When clos- 
ing the peritoneum the bladder should be plicated in 
the midline. It is not necessary, however, to close 
the vaginal canal. 

In discussing simple vaginal hysterectomy, the 
author stresses the importance of good hemostasis 
which is best accomplished by ligation of both uter- 
ine arteries early during the operation. After removal 
of the uterus, the peritoneum should be closed and 
the large pedicles exteriorized by a transfixion suture 
in the lateral corners of the upper vaginal cuff which 
itself remains open and is left to ache granulation. 


Vaginal hysterectomy for carcinoma of the fundus 
is open to criticism, but it seems that in these cases 
the author wished to employ the least traumatic pro- 
cedure. The difficulties encountered in cases of ad- 








nexal disease may require morcellation or hemisec- 
tion of the uterus, just as in the presence of overly 
large fibroids. Adhesions to loops of small intestine 
can be successfully managed during a vaginal hys- 
terectomy, but where there are possible adhesions to 
the large bowel, the patient should not be operated 
upon vaginally. If the operation cannot be com- 
pleted, the vaginal drainage of a pelvic inflammatory 
process is more desirable than abdominal drainage. 

Vaginal hysterectomy for uterine prolapse is con- 
sidered only incidental to the reconstruction of the 
pelvic diaphragm and perineum. 

HERBERT TEICHNER, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


The Pathogenesis and Therapy of Microcystic Dis- 
ease of the Ovary (Pathogénie et thérapeutique de 
la maladie microkystique de l’ovaire). MArio Car- 
piA. Acta gyn. obst. hisp.-lus., 1951, 1: 169. 


“‘Sklerocystic oophoritis” or, as the author prefers 
to call this entity, “‘ microcystic disease of the ovary,” 
is one of the most frequent causes of pelvic pain in 
young women. The etiology is obscure. The pain it- 
self is attributed to edema and cellular infiltration 
which exert mechanical pressure on the nerve fibers 
and induce degenerative changes in them. These 
have been demonstrated with special staining meth- 
ods by Strecht Ribeiro, C. (Jornal do medico, Pérto, 
No. 105, 1-12, January, 1945). 

The surgical treatment of this condition is un- 
satisfactory because conservative operations on one 
or both ovaries are usually unsuccessful and the com- 
plete removal of both ovaries in young women is 
most undesirable. The author has obtained good re- 
sults with intradermal novocain infiltration of the 
abdominal wall, with transvaginal infiltration of the 
parametria, and with lumbar sympathetic block; he 
reports that he and his associates have begun to use 
ultra-sound treatment for this and other pelvic con- 
ditions and that he has been favorably impressed by 
the results. HERBERT TEICHNER, M.D. 


Ultra-Sound Therapy of Microcystic Disease of the 
Ovary (La thérapeutique par les ultra-sons dans la 
maladie microkystique de l’ovaire). ALBINO AROSO 
and ETELVINA FERREIRA. Acta gyn. obst. hisp. lus., 
Ig5I, 1: 188. 

The authors report their results with ultra-sound 
treatment in 22 cases of microcystic disease of the 
ovary. 

There were 4 patients who continued to have pel- 
vic pain in spite of previous surgery consisting of 
partial resection or complete removal of one ovary. 
Pelvic diathermy and lumbar sympathetic block 
were of no avail. In 3 of these patients all pain dis- 
appeared after 20 treatments with ultrasound. 

There were 7 patients with previous bilateral 
oophorectomy for this condition; some of them also 
had presacral neurectomy. All 7 continued to have 
pelvic pain after the operation. Five of these im- 
proved greatly with the new treatment. 























In 11 patients the diagnosis of microcystic disease 
of the ovary was based on the clinical picture. All of 
them complained of continuous pelvic pain in spite 
of diathermy, parametrial novocain infiltration, and 
lumbar sympathetic block. Excellent results were 
obtained with the ultra-sound treatment in 8 of these 
patients, while 2 registered only slight improvement 
and reported aggravation of their pain. 

HERBERT TEICHNER, M.D. 


Hypernephroid Tumor of the Ovary (Tumor hiper- 
nefrdide do ovario). CARMEN EscoBaAR PrreEs, AL- 
TINO ANTUNES, and CARLOS RIBEIRO MACEDO. An. 
brasil. gin., 1951, 16: 125. 

The authors report a case of a primary ovarian 
tumor, which they choose to call ‘“hypernephroid” 
although the terms “adrenal-like tumor of the ovary” 
or ‘“‘masculinovoblastoma” would also apply. 

A 39 year old nulliparous woman, known to have 
had diabetes for a period of 2 years, and who had 
been treated at irregular intervals, became aware of 
marked hypertrichosis on both face and body, in- 
creasing baldness, hoarseness of voice, and a grossly 
visible abdominal tumor. The menstrual flow had 
diminished about 12 months prior to the time of 
these changes, and complete amenorrhea had set in 
5 months later. The salient features of the physical 
examination were the male-type hair growth and 
distribution, hypertrophy of the clitoris, and the 
presence of a large, irregular, pelvic tumor. X-ray 
examination revealed a normal sella turcica. The 
blood sugar was 220 mgm. per cent, the urinary sugar 
46.2 gm. in 1 liter. The increased output of 17- 
ketosteroids of 22.5 mgm. in 24 hours was signifi- 
cant; the normal standard is 10 mgm. in 24 hours. 

A supracervical hysterectomy and _ bilateral 
salpingo-oophorectomy was performed. Both ovaries 
were replaced by irregular solid tumors containing 
several cysts which, on histological examination, 
showed the large, clear adrenal-like cells charac- 
teristic of a hypernephroid tumor. The uterus con- 
tained a degenerating myoma. 

Clinically, no recurrence of the tumor was ob- 
served on follow-up examinations and the hyper- 
trichosis and baldness regressed to some extent. The 
diabetes, however, remained unaffected and the pa- 
tient died 18 months later in diabetic coma. 

HERBERT TEICHNER, M.D. 


Application of Physiologic and Pathologic Princi- 
ples to Surgery of the Ovary. Emit Novak. J. 
Am. M. Ass., 1951, 146: 881. 


A strong plea is made for a scrupulous hands-off 
surgical policy when the ovary is grossly normal, or 
when it is the seat of minor and usually transient 
alterations that are apt to be loosely designated as 
“cystic degeneration.”” The author points out that 
most ovaries do show tiny cysts which resorb during 
the cyclic period. It is only when, for some unknown 
reason, a cyst becomes extremely hydropic, giving 
rise to a cyst many centimeters in diameter, and 
continues to grow steadily each month, that surgical 
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removal of the neoplasm should be undertaken. 
When moderate sized follicular cysts are encoun- 
tered at operation, simple needling hastens their re- 
sorption and is generally preferable to excision. 

Radical removal of all ovarian tissue is fully justi- 
fied and strongly advisable in the minority of cases 
of very extensive endometriosis in which both ovaries 
are seriously involved, as well as adjacent organs 
such as the rectum and sigmoid. These cases are 
rare, especially in the young woman, and conserva- 
tive therapy only should be employed. 

The proper handling of cystadenomas of the ovary 
is difficult, and a good knowledge of gross pathology 
is advisable so as to differentiate, if possible, between 
the benign and malignant lesion. It is wise to open 
every cyst before the abdomen is closed, and to de- 
termine what course to take. Most gynecologists 
have the proper attitude of being more radical with 
a papillary cyst than with a nonpapillary one. 

In the presence of definite malignant growths, 
radical surgery is the proper surgery, even in the 
presence of peritoneal or visceral metastases. In any 
of the tumors in the dysontogenetic group, when 
encountered early in life, conservative unilateral 
operation is justified. Tumors in the granulosothecal 
group occur most frequently in middle or late life, 
and although the degree of malignant involvement 
is not great, radical operation is indicated. 

The author concludes with the hope that the sur- 
geon will train himself to be a competent gross 
pathologist. Ety Exuiotr Lazarus, M.D. 


The Question of Carcinoma of Gartner’s Duct (Zur 
Frage der Gartnergang-Karzinome). ALBRECHT 
Scumitt. Geburtsh. & Frauenh., 1951, 11: 502. 


The author reports a case of carcinoma of Gart- 
ner’s duct in a woman 42 years of age. Clinically, 
the tumor presented the picture of a carcinoma of 
the cervix. A Wertheim operation and postopera- 
tive irradiation were performed. The patient was 
well and free of metastases 21% years later. 

The author reviews the literature on carcinoma of 
Gartner’s duct. This type of tumor is quite rare, and 
only 20 cases are recorded in the literature. In none 
of these cases, so far as they could be followed up, 
were metastases or recurrences ever observed. In 
view of this fact, the author raises the question of 
whether tumor of Gartner’s duct is a true carcinoma 
at all. WERNER M. Sotmitz, M.D. 


A Case of Adenocarcinoma of the Ampulla of Gart- 
ner’s Duct (Ein Fall von Adenokarzinom der Am- 
pulle des Gartnerschen Ganges). Hans BALTZER. 
Geburish. & Frauenh., 1951, 11: 499. 


The author reports a case of adenocarcinoma of 
Gartner’s duct in a nullipara 29 years of age. The 
uterus and the tubes were removed, but in view of 
the age of the patient the ovaries were left in place. 
For the same reason, postoperative irradiation was 
not performed. The patient was well and free of 
recurrence 13 years after the operation. 

WERNER M. Sotmitz, M.D. 





52 INTERNATIONAL ABSTRACTS OF SURGERY 


MISCELLANEOUS 


Diagnosis and Treatment of Genital Tuberculosis 
in Women. STEN Otto LILjEDAHL and AKE B. 
V. RypEn. Acta obst. gyn. scand., 1951, 30: 359. 


Genital tuberculosis in women is always, except in 
extremely rare instances, secondary to a tuber- 
culous infection in another organ, generally the lung; 
however, it has not been determined definitely how 
the infection reaches the fallopian tube. 

A series consisting of 148 cases of genital tuber- 
culosis in women, in which the disease was verified 
histologically and the patient was admitted to, and 
treated at, the Department of Women’s Diseases, 
Karolinska Sjukhuset, Stockholm, during the years 
1940-1949 is presented. 

About half of the cases had a symptomless course. 
Sterility was the only reason why these apparently 
healthy patients consulted a physician. In the cases 
in which subjective symptoms were present, they 
were not characteristic of genital tuberculosis. In 
slightly more than half the cases the pelvis was 
normal clinically, and the sedimentation rate was 
normal in spite of the presence ef tuberculous sal- 
pingitis. In more than three-fourths of the cases the 
patient was afebrile. In those cases in which changes 
in the adnexa could be demonstrated on pelvic 
examination, no features characteristic of genital 





tuberculosis could be demonstrated. Very often, 
probably in most cases, genital tuberculosis in women 
is asymptomatic without producing any palpable 
pelvic changes for a very long period. Tuberculous 
endometritis without a coexisting or previous tubal 
tuberculosis does not occur, or, at least, it is a very 
rare phenomenon. 

The most important diagnostic means in genital 
tuberculosis in women are endometrial biopsy and 
salpingography. After biopsy or curettage, both 
histologic examination and inoculation into guinea 
pigs should be carried out. A single negative endo- 
metrial finding does not exclude the existence of a 
tuberculous endometritis. Tubercle bacilli from the 
cervical secretion were demonstrated by means of 
inoculation in only a few cases. The risk of reactiva- 
tion of the tuberculous process through endometrial 
biopsy or curettage, without dilation of the cervix, 
or after salpingography is insignificant. 

In cases of genital tuberculosis with a symptom- 
less course and with no palpable pelvic changes 
surgical therapy, as a rule, is unnecessary. In 
caseous processes, however, surgical intervention 
results in rapid healing. The encouraging prelimi- 
nary results obtained with antibiotics in the treat- 
ment of this condition should be tried before surgi- 
cal intervention is considered. 

Ery Extiott Lazarus, M.D. 




















PREGNANCY AND ITS COMPLICATIONS 


Rupture of the Gravid Uterus. JosEpH C. PARKER and 
GeorcE R. Jones. Am. J. Obst., 1951, 62: 330. 


A study of ruptured uterus at the Medical Col- 
lege of Virginia Hospitals revealed an incidence of 
1 in 1,602 pregnancies. Nearly all of the patients 
were in the third or fourth decade of life and g1 
per cent of them were multiparas. Of the 22 rup- 
tures, 7 were spontaneous, 8 were traumatic, and 
7 were postcesarean. Ninety-five per cent of all of 
the ruptures occurred in the lower segment. Clin- 
ically, the patients presented shock, abdominal 
tenderness, vac: ' bleeding and, finally, abdom- 
inal pain, in that order. 

In the traumatic group, half of the ruptures were 
related to the operation of version and extraction, 
the other half to forceps deliveries. The post- 
cesarean ruptures all followed a low classical opera- 
tion. The majority of ruptures in the spontaneous 
and postcesarean groups occurred during labor, al- 
though a surprising number occurred before labor. 

The authors believe that version and extraction 
are contraindicated for delivery in patients who have 
had prolonged labor or who otherwise present evi- 
dence of cephalopelvic disproportion. They believe 
also that every patient who has had a previous 
section should have repeated section in a subse- 
quent pregnancy. James F. DonneELty, M.D. 


Joint Discussion on X-Rays and Their Value in the 
Localization of the Placenta. Frank Rem, 
SAMUEL Davinson, J. CHAssAR Morr, and J. C. 
McC ture Browne. Proc. R. Soc. M., Lond., 1951, 
44: 703. 

Determination of the placental site by means more 
satisfactory than that of digital examination is 
highly desirable, since vaginal examination may 
lead to massive hemorrhage. Reid summarizes the 
methods used in the past and recommends certain 
variations in technique to improve the accuracy of 
placentography. 

In addition to the usual direct observation of a 
soft tissue crescent which presumably indicates the 
placenta, he has used the distances from the present- 
ing part to the pelvis anteriorly and the promontory 
posteriorly. When the placental site is in the fundus 
these measurements are symmetrical. If the pla- 
centa intrudes upon the pelvic inlet, the presenting 
part is displaced not only upwards but to one side 
or another. In the past, this technique has not 
been sufficiently accurate. A full bladder or rectum 
may dislocate the presenting part, so must be emp- 
tied. Pelvic tumors, lax abdominal walls, breech 
presentation, and malposition may interfere with 
the proper interpretation. 

His method consists essentially of making films in 
more than one position such as erect, semi-erect, 
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etc. If the displacement of the head is consistent, 
and particularly if a shadow representing placenta 
is persistent in its location, the diagnosis of pla- 
centa previa can be made with a reasonable degree 
of accuracy. In a short series the accuracy obtained 
was 73 per cent as opposed to 30 per cent obtained 
by single films. 

From a clinical viewpoint, it was pointed out 
that the x-ray picture was only an adjunct to the 
complete evaluation. On the other hand, on the 
basis of clinical evaluation alone, the error in diag- 
nosis was 50 per cent. 

Significant laboratory studies indicate that the 
density of amniotic fluid and placental tissue is fre- 
quently so similar that a placenta immersed in 
amniotic fluid outside of the body cannot be dis- 
tinguished. Identification of the placenta, then, is 
a very inaccurate procedure. The remaining fea- 
tures of placentography consist of displacement of 
the presenting part, which frequently can be de- 
tected clinically. 

Recently attempts have been made to localize 
the placenta by means of radioactive sodium, 
Na*™. The method consists essentially of injecting 
Na™ into a vein. Because of the tremendous amount 
of blood circulating in the placenta its count is ap- 
proximately the same as that of the heart. In this 
fashion it was possible to locate the placental site 
with some degree of accuracy in a small series. At 
present this method is crude and as yet unproven, 
but may be improved. James F. Donnetty, M.D. 


Premature Separation of the Normally Implanted 
Placenta; A Clinical Review of 340 Cases at the 
Sloane Hospital for Women, 1933-1949. Srtan- 
LEY M. ByssHE. Am. J. Obst., 1951, 62: 38. 


The author presents a clinical study of 340 cases 
of premature separation of the normally implanted 
placenta observed at the Sloane Hospital for Women 
(1933-1949), in New York. A general review is 
given from the time the subject was first defined by 
Rigby, in 1776, Goodell in 1875, Chantreuil in 1881, 
Holmes in 1901, up through the more recent contri- 
butions by Young in 1914, Williams in 1915, Hof- 
bauer in 1926, McKelvey in 1939, Falkiner and 
Apthorp in 1944, Bartholomew and associates in 
1948, and Sexton and collaborators in 1948. 

The cases of premature separation during this 
17 year period were classified and studied with re- 
gard to causation, particular attention being given 
to toxemia. Appraisal is made of the treatment and 
the mortality, both fetal and maternal. 

The total number of ward deliveries (262) was 
classified with reference to the blood loss, degree of 
separation, and the clinical picture, as follows: mild, 
159; moderate, 71; and severe, 32 cases. 

A high incidence of viable premature babies was 
noted (48.5%). 
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No cause for the separation was noted in 52.4 per 
cent of cases, while in 24.4 per cent there was some 
associated degree of pregnancy toxemia,. and in 
23.2 per cent there were various associated incidental 
findings. The separation was a recurrence in the 
same patient in a different pregnancy in 4.4 per cent 
of the cases. 

Individualization in treatment was practiced. 
Among the conservatively treated cases, 48.4 per 
cent of patients had no specific treatment. Cesarean 
section was done in 12.9 per cent of the cases. 

The gross maternal mortality (2 deaths) was 0.6 
per cent, and this figure was corrected to 9.0 per 
cent for patients with associated severe toxemia. In 
the light of present-day methods, the 2 maternal 
deaths might have been prevented. 

The fetal mortality for the entire series was 35.6 
per cent, and when associated with toxemia it was 
44.5 per cent, while it was 67.4 per cent in cases of 
severe placental separation. The author believes 
that the outcome of 25 babies (20%) could have 
been improved by more radical treatment vaginally, 
or by cesarean section earlier. 

Byrorp F. Heskett, M.D. 


Placenta Accreta: Clinical Manifestations and Con- 
servative Management. RosBert P. McKrEocH 
and Emitio D’Errico. N. England J. M., 1951, 
245: 150. 

Eleven varied cases of placenta accreta are pre- 
sented. A patient with retained products of concep- 
tion who has a history of unusually severe laborlike 
pains during gestation should be treated as an espe- 
cially likely candidate for placenta accreta. 

When separation of the placenta from the uterine 
wall cannot be accomplished on intrauterine exam- 
ination, the placenta is not merely adherent but a 
true placenta accreta, and this clinical diagnosis 
should not be disregarded. The positive diagnosis 
of the condition can be made only on the basis of 
failure to find a line of cleavage between the placenta 
and uterine wall on intrauterine manual examination. 
This diagnostic procedure should be carried out with 
the greatest of caution and only after adequate prep- 
arations have been made for blood transfusion and 
laparotomy. 

The symptom of unusually severe laborlike pain 
during gestation is very significant. This finding is 
an important symptom to be kept in mind by the 
obstetrician in every case in which products of con- 
ception are retained. The authors present no expla- 
nation of the mechanism of the pain. 

A rational approach is made to the problem of 
management of placenta accreta, with a plea for 
conservatism. Cuartes Baron, M.D. 


Potassium Deficiency in Hyperemesis Gravidarum. 
Nits Bercovist. Acta obst. gyn. scand., 1951, 30: 
428 


Although vomiting in pregnancy is a rather com- 
mon complication, it is only rarely so severe as to 
justify the term “hyperemesis gravidarum.” On 


very rare occasions this condition may cause death. 
In the present article the author reports one such 
case. Many observations were made of this patient’s 
mineral and fluid balance. A symptom triad of 
icterus, rise in temperature, and tachycardia has 
been regarded as typical of a poor prognosis in this 
condition. Polyneuritis and albuminuria occur late 
in the disease and carry a very unfavorable prog- 
nosis. The most striking postmortem findings in 
fatal cases have been degenerative changes in the liver, 
similar to those of acute yellow atrophy. There may 
also be degenerative changes in the renal tubules. 

The case reported in this article is that of a woman 
25 years of age and 5 months’ pregnant, who for a 
period of 3 months had been troubled with vomiting, 
varying greatly in intensity, but occurring more 
frequently during the last 3 weeks. A fall in blood 
pressure, mental disorder, and muscular weakness 
developed suddenly and in spite of every form of 
therapy, death occurred within a period of about 
36 hours. 

Laboratory studies revealed a considerable reduc- 
tion of serum proteins, chloride, potassium, and cal- 
cium ion concentrations. The most significant of the 
laboratory findings in this case was the potassium 
deficiency. Clinically, lack of potassium becomes 
evident through a well marked general asthenia with 
weakness and hypotonia of the skeletal muscles. 
Myocardial function is also disturbed by deficiency 
of potassium. The appearance of the electrocardio- 
gram in cases of disturbed potassium metabolism 
will show some characteristic changes. These 
changes would be, firstly, a lowering of the T waves, 
and secondly, a depression! of the S-T interval below 
the isoelectric line. According to some authors, an 
increase of the Q-T interval occurs, due mainly to a 
broadening of the T waves. 

In 1949, Malm stated that severe enteritis with 
dehydration may be accompanied by a very great 
deficiency of potassium. If, in these cases, the pa- 
tient is only given sodium bicarbonate, sodium 
chloride, and glucose, without potassium being 
added, the condition in some cases suddenly becomes 
aggravated in an apparently inexplicable way, and 
yet the fluid loss in the stools does not increase. As 
Malm says, all the signs of acute dehydration then 
occur with fall of blood pressure and peripheral cir- 
culatory collapse, which may progress to a fatal 
issue. Extracellular fluid will be drawn into the cells 
and the so-called ‘‘cell edema” will result. It seems 
reasonable to assume that a similar mechanism was 
in operation in the case reported in this article. 

This patient had been given, during the course of 
her treatment, daily doses of 5 mgm. of desoxy- 
corticosterone acetate for a period of 5 weeks. As 
is well known, this preparation causes an increase 
in the excretion of the potassium in the urine and 
may lead to a potassium deficiency; however, in this 
particular patient the treatment was discontinued 
on September sth and the first sign indicating lack 
of potassium appeared in the electrocardiogram of 
September 22nd. 











However, in cases of hyperemesis gravidarum, it 
would seem advisable to bear in mind that prolonged 
treatment with adrenal cortical hormones may lead 
to a potassium deficiency, especially if, by vomiting 
and loss of appetite, the potassium supply in the 
food becomes insufficient. Harry Frietps, M.D. 


Coproporphyrinuria in Normal Pregnancy (La co- 
a” dans la grossesse normale). ANGEL 
OPENA IBANEZ. Rev. fr. gyn. obst., 1951, 46: 219. 


Fifty normal pregnancies were investigated with 
reference to the urinary content in coproporphyrin. 
The method consists in the collecting of 24 hour 
urinary specimens kept always in a dark place. 
From this urine, always mildly acid in reaction, the 
coproporphyrin is absorbed by finely powdered 
magnesium oxide and the amount of coproporphyrin 
is determined photospectrometrically. 

It is shown here that there is a considerable rise 
in the amount of coproporphyrin in the urine in the 
first months of pregnancy, and a drop below normal 
in the later months. 

With regard to this behavior of thecoproporphyrin 
curve in the course of normal pregnancy, that is, the 
augmentation in the elimination of coproporphyrin 
in the early period of pregnancy and its diminution 
and disappearance during the later period, the au- 
thor explains the first fact as evidence of a global 
hepatic deficiency. The proof of this may be seen 
in the fact that in the gestoses, in which this insuf- 
ficiency is quite marked, the elimination of copro- 
porphyrin is even more marked. The second fact, 
that is, the lowering of the coproporphyrin curve 
from the sixth month of pregnancy on, may be 
understood when one considers the metabolic proc- 
esses of the embryo. The porphyrins are, in general, 
catalytic agents; they intervene in the processes of 
ossification, hematopoiesis, and in the formation of 
hemoglobin and respiratory pigments. 

From these facts, it would appear logical to be- 
lieve that there is a passage of porphyrins from the 
mother to the fetus through the placenta. In re- 
porting on the subject of the metabolism of the pig- 
ments during pregnancy, Botella Llusia states that 
iron, the porphyrins, and hemopoietin come to the 
fetus by way of the placenta. Hemoglobin, which 
does not pass the placenta is constructed by the 
fetus at the expense of the iron and the porphyrins of 
the mother. 

However, the Isomer III of coproporphyrin, which 
is the form encountered in hepatic insufficiencies, 
cannot be transformed into the Isomer I of that sub- 
stance, which is the form found in the fetus and in 
congenital porphyrias; therefore the placenta must 
be able to transform the Isomer III into the fetal 
Isomer I, or the fetus must be able to synthesize its 
own porphyrin—for example, from simple sub- 
stances, such as acetic acid, aminoacid, and the 
pyrrols. These readily pass the placenta from the 
mother to the fetus and are especially abundant in 
cases of hepatic insufficiencies. 

Joun W. BRENNAN, M.D. 
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Acute Appendicitis in the Obstetric Patient. H. D. 
PRIDDLE and H. CLose HEssELTINE. Am. J. Obst., 
1951, 62: 150. 

The authors review 51 cases in which a clinical 
diagnosis of acute appendicitis was made during 
pregnancy, or early in the puerperium. One ma- 
ternal and 2 fetal deaths are recorded. They stress 
the importance of being aware of acute emergencies 
in pregnancy, the possibilities of varying symptom- 
atology, and the changes in anatomy which occur 
as the result of pregnancy. 

The importance of not performing a cesarean sec- 
tion at the time of appendectomy, or vice versa, is 
also stressed. 

A statistical study of these cases is presented, 
and the signs, symptoms, and physical findings are 
discussed. Byrorp F. Heskett, M.D. 


LABOR AND ITS COMPLICATIONS 


Management of Pregnancy in Breech Presentation. 
PaittrpA M. Luptam and GEORGE WINCHESTER. 
Edinburgh M.J., 1951, 58: 17. 

Early diagnosis of breech presentation is of im- 
portance so that a thorough examination of the 
pelvis can be made and external version performed. 
In the majority of cases the diagnosis can be made 
from abdominal palpation alone. Yet vaginal ex- 
amination is often of aid and its value is not suf- 
ficiently stressed. 

In all cases in which doubt exists, an x-ray exam- 
ination is advisable. When the diagnosis is con- 
firmed, X-ray pelvimetry is imperative. All breech 
cases should be booked for hospital delivery. 

External version should be attempted in all cases 
between the thirty-second and thirty-sixth week. 
Anesthesia is not necessary and is not without risk. 

Induction of labor is to be done only for compli- 
cating conditions. The membranes should be kept 
intact. A trial of labor is permissible only to test the 
efficiency of uterine action. 

The significant etiological facts noted in this study 
were multiple pregnancy, prematurity, and placenta 
previa. Joun R. Worrr, M.D. 


The Management of Labor in Breech Presentation 
in a Primigravida. Maurice J. D. NoBLe, JOAN 
E. W. Macxre, and MAryjorrE M. PATERSON. 
Edinburgh M.J., 1951, 58: 22. 


Every patient admitted in labor should have a 
careful immediate evaluation of the pelvis. A vaginal 
estimate of the diagonal conjugate and x-ray pel- 
vimetry should be made out without delay. It takes 
but a few minutes to expose a film laterally with a 
scale in places from which the anteroposterior diam- 
eters of the inlet and outlet may be measured at once 
on the wet film. 

The labor and delivery should be planned and 
supervised by one with experience in breech deliver- 
ies, who can assist or take over if difficulties occur. 

The normal progress of labor should be followed 
and spontaneous delivery with assistance encour- 
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aged. Local anesthesia of the perineum and wide 
episiotomy are always of value, especially in pre- 
mature births. : 

Cesarean section is of value in elderly primiparas. 
They should be allowed to go into labor when the 
pelvis is adequate, but are to be sectioned if the 
progress is not straightforward. Cesarean section 
should be considered in all cases in which labor has 
been in progress for more than 30 hours. 

Joun R. Wotrr, M.D. 


Multiparous Breech Presentation. RoBERT BROWN 
and DonaLp J. M. Irvine. Edinburgh. M.J., 1951, 
58: 209. 

Breech delivery in a multipara is just as hazardous 
as in a primipara. The management of the preg- 
nancy and labor must be just as detailed in both. 
Babies of multiparas are often larger than those of 
primiparas. Wide episiotomy is always essential. 
The mastering of the intricacies of breech delivery 
plus the readiness of the expert to be available and 
assist in all instances will do much to safeguard a 
successful outcome. . Joun R. Wotrr, M.D. 


Rupture of the Uterus During Parturition. A Sta- 
tistical Clinical Contribution (Contributo clinico 
statistico alle rotture di utero in travaglio di parto). 
CorraAvo BELVEDERI. Riv. ital. gin., 1951, 34: 183. 


This article centers about 18 cases of rupture of 
the uterus during parturition due either to the 
mechanism of labor or to pathological conditions 
predisposing to it. 

By traumatic ruptures the author means ruptures 
caused by obstetrical trauma, and by spontaneous 
ruptures he means those due either to some pre- 
disposing cause such as pelvic pathology, malpre- 
sentation, or uterine pathology which lowers the 
resistance of the uterine tissues. Rupture of the 
uterus due to the administration of oxytoxic pre- 
parations must be considered a spontaneous rupture. 

Rupture of the uterus is always from the interior 
to the exterior, and is due to: (1) abnormal increase 
of pressure in the uterus, (2) inhibition of the normal 
passive distention of the lower uterine segment, and 
(3) anything which exceeds the limits of this passive 
distention. Other causes are any factor which 
causes thinning out of the uterine parietes, as pene- 
tration of the chorionic villi in the myometrium, or 
any factor which produces dissociation of the muscu- 
lar fibers or an increase of the connective tissue, e.g., 
cicatricial tissue due to previous hysterotomy, 
cesarean section, or myomectomy. Shoulder pre- 
sentation is a common cause of spontaneous or 
traumatic rupture of the uterus. 

Rupture of the uterus, then, is due to many fac- 
tors which differ according to whether the rupture 
be traumatic or spontaneous; however, all of them 
cause excessive distention of the uterus or diminished 
resistance of the uterine walls. The reason that the 
tear starts in the lower uterine segment is that during 
labor this is the part that thins out first, and when it 
is made to distend beyond its limits of elasticity by 
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the presenting part a tear starts in the area of maxi- 
mum distention and the fetus follows the locus 
minor resistentiae until finally it causes a “tear 
through” and enters the abdominal cavity. 

A tear taking place in the presence of a cicatrix 
from a previous cesarean section or myomectomy is 
due to the change of the muscular tissue into con- 
nective tissue, which has a decreased elasticity and 
becomes a locus minor resistentiae; thus we find a pre- 
disposition to rupture of the uterus in a succeeding 
pregnancy or labor. Because rupture of the uterus 
usually takes place in women who have undergone 
a previous classical cesarean section, it must be con- 
cluded that cicatrization of the lower uterine seg- 
ment following a low cervical cesarean section must 
be rather sturdy and the rupture of the uterus must 
be due to some other factor. This may be (1) the 
method of peritonealization of the incision, (2) a 
poor technique in suture of the uterus with poor 
restitutio ad integrum, (3) poor hemostasis, or (4) 
accentuated autolysis of the muscular fibers causing 
poor cicatrization because of the contraction and 
retraction of the uterus. According to Quinto the 
important factor may be secondary infection of the 
uterine suture lines. 

The laceration of the lower uterine segment starts 
transversely and continues vertically along the uterus. 
The location is usually the left side, which is the part 
more thinned out, the uterus usually being tilted 
toward the right. The peritoneum is the last to tear. 
Nearby arterial trunks may be involved and oc- 
casionally be torn completely (but more often parti- 
ally), with hematomas forming by extravasated 
blood in the broad ligament of the same side. When 
the laceration involves nearby organs it must extend 
into the vaginal insertion of the uterus and posterior 
wall of the bladder. 

The symptomatology of the ruptured uterus 
varies, the most important symptom being sudden 
abdominal pain localized at the site of rupture and 
accompanied by collapse which varies according to 
the amount of blood lost and the peritoneal shock. 
At times the picture is that of acute anemia with an 
almost complete disappearance of the uterine con- 
tractions which a few seconds before were tumultu- 
ous and violent. 

Objectively, the shape of the uterus changes from 
ovoid to irregular, the contractions become different, 
the uterine parietes are relaxed, and the fetal parts 
are palpable under the abdominal wall. Sometimes 
the laceration may be felt vaginally. 

In the author’s clinic there was 1 ruptured uterus 
in 1,537 deliveries; Sheldon reported 1 in 1,829; 
Lynch, 1 in 1,118; Morrison and Douglas, 1 in 
1,465; Delfs and Eastman, 1 in 1,010; Acken, 1 in 
1,729; Dugger, 1 in 3,029; Brierton, 1 in 1,961; and 
Leslie Watt, 1 in 1,163 deliveries. 

The most important causes of ruptured uterus in 
the author’s clinic were pelvic anomalies, shoulder 
presentation, and previous cesarean section. As to 
age, it must be remembered that the older the pa- 
tient the less the elasticity of the lower uterine seg- 




















ment and of the uterine os. Of the 18 patients in the 
author’s clinic 1 was between 20 and 25 years, 5 
were between 26 and 30, 4 between 31 and 35, 5 
between 36 and 40, and 3 between 41 and 45. 

Traumatic rupture of the uterus occurred in the 
cases in which instrumental interference had been 
attempted at home, except in 1 case in which em- 
bryotomy of the trunk was performed in the Clinic 
because of shoulder presentation. Maternal death 
in the author’s clinic was 50 per cent for traumatic 
rupture and 42.84 per cent for spontaneous rupture. 

It is to be noted that while rupture of the uterus 
may occur with the most expert obstetrician during 
a classical version and extraction, its occurrence 
after the application of forceps is rare and is due to 
an error in the technique or to an error in the evalua- 
tion of the indication for the application of forceps. 

Of the 14 patients in whom rupture of the uterus 
was spontaneous 6 had a previous cesarean section, 
4 had shoulder presentations, 2 had pelvic anomalies, 
1 had fetal macrosomia, and 1 had no apparent 
cause for the rupture. 

Intervention in the 18 cases consisted of total or 
subtotal hysterectomy, total hysterectomy being 
done when the tear involved the uterine os. In the 
single case in which embryotomy was done the diag- 
nosis of ruptured uterus was made at autopsy. In 
I case, due to massive adhesions, the fetus was re- 
moved and the tear in the uterus was sutured. In 3 
cases (shoulder presentation) the fetus was removed 
vaginally with a classical version and extraction be- 
fore the laparotomy. In the postoperative course 4 
women developed peritonitis; 1 developed pul- 
monary embolism from which she died; 3 women 
had a fever, but its cause could not be found; 
3 died a few hours after the surgical intervention 
because of shock, and 5 had a normal postoperative 
course, due to the use of penicillin. 

The prognosis as to the mother must be guarded, 
the mortality in the author’s cases being 44.44 per 
cent. As to the fetus, the diagnosis of ruptured 
uterus is death for the fetus, the fetal mortality 
being 94.44 per cent. This may be due to separation 
of the placenta and disruption of the relation be- 
tween the fetus and the mother. The only fetus 
saved was that of a woman in whom the tear was 
incomplete. 

Because rupture of the uterus occurred in women 
without prenatal care, the latter is stressed as a 
possible prevention. Josepy M. A. Pape, M.D. 


Prolapse of the Umbilical Cord; Review of 116 Cases 
(Il prolasso di funicolo-rivista clinico-statistica su 
116 casi). GIAN FRANCO OTTOLENGHI-PRETI and 
PrerO BAILO. Ann. ostet. gin., 1951, 73: 282. 


In the 10 year period from 1939 to 1948, 116 cases 
of prolapse of the umbilical cord have been observed 
among 29,179 deliveries at the Obstetrical Clinic of 
the University of Milan (Italy), an incidence of 
0.39 per cent. 

This accident was usually encountered in multi- 
paras and in elderly women. It was associated with 
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abnormal pelves, abnormal presentation, small or 
extremely large infants, twin pregnancy, and exces- 
sive length of the cord itself. Occasionally, injudi- 
cious obstetrical interference was responsible, such 
as high forceps application, introduction of dilating 
bags, and artificial rupture of membranes. It is in- 
teresting that about two-thirds of the patients were 
male infants, which corresponds to the ratio found 
by other writers on this subject. 

The treatment depends largely upon whether this 
complication occurs before rupture of the mem- 
branes (in which case it is better called ‘“‘presenta- 
tion of the cord’’) or after (“prolapse of cord’’). 
With intact membranes, it is best to delay their rup- 
ture until the cervix is fully dilated (the authors do 
not specify how that may be accomplished). If the 
cord prolapses after rupture of the membranes and 
no pulsation is felt, the infant may be presumed to 
have perished and noactive intervention is indicated. 
As long as the cord is pulsating, prompt delivery will 
give better results than any method of attempt to 
replace the cord into the uterus. The fetal mortality 
for the various procedures in this series is given as 
25 per cent for podalic version and extraction, 12.5 
per cent for forceps deliveries, and o per cent for 
cesarean sections. The overall fetal mortality was 
27.58 per cent uncorrected and 11.2 per cent cor- 
rected. 

It should be stressed that this complication is not 
without some danger to the mother; a febrile post- 
partum course was about 3 times more common. 
One maternal death was due to rupture of the 
uterus during a podalic version for prolapsed cord. 

HERBERT TEICHNER, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Treatment of Acute Puerperal Mastitis. H. CLosr 
HEssELTINE and H. D. Prippie. Am. J. Obst., 1951, 
61: 1370. 


The authors state that the early use of adequate 
penicillin therapy in the treatment of acute puerperal 
mastitis has lowered the incidence of suppurative 
lesions. Suppuration not only endangers life but may 
be followed by recurrent abscesses, in addition to 
necessitating the discontinuance of nursing. Staphy- 
lococcus aureus is the usual offending micro-organism. 

The prevention of mastitis is not yet foolproof. The 
use of penicillin ointment prophylactically in nursing 
mothers does not reduce the incidence of mastitis. 
Routine cleansing of the areola with sterile water be- 
fore and after nursing is one of the basic methods of 
care of the lactating breast. The nipples should be 
exposed to the air as much as possible, and pro- 
longed nursing must be avoided so that fissuring does 
not occur. Separation of patients with contagious 
and skin diseases is imperative. 

Therapy consists of keeping the breast at rest and 
giving adequate antibiotic therapy. The breasts are 
supported by a brassiere or binder, and ice bags are 
applied. Nursing, pumping, or manual expression is 
discontinued immediately. Persistent residual masses 
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after therapy may signify abscesses. These should 
be drained through a deep radial incision with loose 
packing for 18 to 24 hours, the packing being re- 
moved gradually over a period of a few days. 

The authors present 74 cases in which the thera- 
peutic regime of 600,000 to 800,000 units of penicillin 
daily was utilized; 900,000 to 1,200,000 units daily 
caused an even more rapid response. Suppuration 
occurred in only 2 patients (2.7 per cent) who were 
admitted to the hospital before an abscess was evi- 
dent. WarrEN R. Lane, M.D. 


MISCELLANEOUS 


The Circulating Red Cell Volume and Body Hema- 
tocrit in Normal Pregnancy and the Puerperi- 
um. WIt.1Am L. Caton, CHARLES C. Rosy, Dun- 
cAN E. Rem, RAnpotpH CASWELL, and Others. 
Am. J. Obst., 1951, 61: 1207. 


In this study, the volume of the circulating red cell 
mass during normal pregnancy and the puerperium 
was determined by direct measurement. Direct 
determinations of the circulating red cell volume 
during pregnancy have not been made. Indirect 
measurements, however, have been made many times 
and the results of numerous volume studies have 
been reported. 

Twelve patients from the clinic of the Boston 
Lying-in Hospital co-operated in the study. These 
women were healthy multiparas and primiparas with 
no histories of blood dyscrasias. Their diets were 
adequate and no medication of any kind was taken 
during pregnancy. Six to twelve studies of fed cell 
volume, plasma volume, and of sodium thiocyanate 
extravascular space were made on each of these pa- 
tients. A total of 80 measurements of red cell volume 
was completed on the group. Determinations were 
made at 5 to 6 week intervals throughout pregnancy. 
The earliest determination on one patient was 230 
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days prior to delivery. An attempt was made to 
have the last prepartum examination as close to the 
onset of labor as possible. In the puerperium, volume 
studies were repeated at the end of the first week in 
5 cases. The last observations were made between 
the twenty-sixth and sixty-sixth days. 

The radioactive iron method, as described by 
Gibson and associates, was used in this study. One 
hundred cubic centimeters of radioactive, group O, 
Rh-compatible blood from prepared healthy male 
donors were given for each determination. After 
injection of the tagged cells, 15 c.c. samples of 
venous blood were withdrawn from another vein at 
10 minute intervals for 50 minutes. Sampling for all 
studies necessitated the removal of 100 c.c. of blood. 
After centrifuging, the plasma was removed for 
plasma volume determinations and the packed red 
cells were analyzed for radioactivity. 

An increase of approximately 495 c.c. of red cells, 
or 40 per cent, occurs during normal pregnancy. The 
increase in the circulating red cell mass issignificant 
and exceeds two standard deviations 160 days prior 
to delivery. At the end of the first week in the 
puerperium the red cell volume increase still exceeds 
two standard deviations. The volume of the red 
cell mass returns to normal nonpregnant limits ap- 
proximately 60 days following delivery. Whole 
blood volume increases by approximately 1,800 c.c., 
or 45 per cent, during normal pregnancy. 

Body hematocrit and large vessel hematocrit each 
decrease during pregnancy. The average decrease 
in venous or large vessel hematocrit is 15 per cent, 
while body hemocrit decreases only 8.4 per cent. The 
ratio between body hematocrit and venous hemato- 
crit increases during normal pregnancy. The high 
ratio suggests that a relatively greater part of the 
blood volume is accommodated by the large vessels 
rather than the capillary bed. 

Joun R. Wotrr, M.D. 
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Pheochromocytoma: Report of a Malignant Case 
(Pheochromoblastoma). FRANK J. PyLe. 
Urol., Balt., 1951, 66: 153. 


Pheochromocytomas, by secreting an excessive 
amount of adrenalin, produce hyperadrenalism, the 
chief symptom of which is paroxysmal hypertension. 
These attacks of hyperadrenalism associated with 
pheochromocytomas can he spontaneously induced 
or they can be precipitated by chemica] means. 

The usual symptoms are pounding headache, epi- 
gastric distress, palpitation, and cold hands, feet and 
skin. These symptoms are due to constriction of the 
peripheral arterioles. These attacks can also be 
brought on by fever, emotions such as anger and 
fear, injury, cold pressor tests, chemical agents, or by 
changes in posture that serve to massage the tumor. 
A typical attack is almost always followed by sweat- 
ing, prostration, exhaustion, and sometimes outright 
shock. 

The patient usually has high blood pressure or a 
labile blood pressure, and, as a rule, hyperglycemia 
and glycosuria. 

The author’s report concerns the case of a 57-year- 
old woman who was hospitalized for the treatment 
of “peculiar spells” of 5 years’ duration. These at- 
tacks came on as often as twice weekly, but they 
usually occurred in the morning after the patient 
arose and were characterized by epigastric pain, 
forceful heart action, and severe headaches. These 
symptoms were later accompanied by nausea, the 
vomiting of saliva or clear fluid, flushing, and profuse 
sweating. About 2 years before hospitalization the 
patient discovered that she could precipitate an at- 
tack by turning on her left side. —Two weeks before 
hospitalization she had severe pain in her right flank 
while lifting a chair. This pain was associated with 
an extreme hypertension (systolic and up to 300 
mgm. of mercury). 

The retrograde pyelograms revealed the kidney to 
be rotated and displaced downward by a tumor mass. 

When the patient turned on her left side, she had 
a typical attack with a rise in blood pressure to 260 
systolic and a diastolic pressure of 130 mgm. of 
mercury. When 14 mgm. of benzodioxane were in- 
jected intravenously, the blood pressure dropped to 
150/90 and remained at that level for 15 minutes 
while the patient remained on her !eft side. 

A tumor mass measuring 17.5 by 13 by 10 cm. was 
removed from above the right kidney through an in- 
cision made over the eleventh rib and extending 
forward and downward to the crest of the ilium. 

The tumor weighed 1,070 gm. 

The pathological diagnosis was adrenal pheo- 
chromoblastoma. 

After an uneventful postoperative convalescence, 
the patient remained well until August, 1949, 5 
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months after surgery. She was rehospitalized be- 
cause of exhaustion and marked dyspnea. Examina- 
tion revealed a large abdominal] mass with widespread 
pulmonary and bony metastases. 

She died on September 12, 1949, approximately 6 
months after removal of the pheochromoblastoma. 

The anatomical diagnosis was local recurrence of 
the pheochromoblastoma in the right adrenal gland; 
extensive metastases to the regional aortic nodes, 
liver, mediastinal nodes, lungs, and pleurae. 

In conclusion, the author suggested that phe- 
ochromocytomas and malignant pheochromocyto- 
mas (pheochromoblastomas) must be ruled out in all 
cases of hypertension, especially in those with par- 
oxysmal hypertension. In the cases reported, 9 per 
cent of the pheochromocytomas were malignant. The 
tumor reported on by the author was the second 
largest reported, the largest one being that of Borch 
and Johnsen. This case refutes the one time belief 
that pheochromoblastomas are not associated with 
paroxysmal hypertension. The case reported by 
Pyle was both anatomically and physiologically 
malignant. Conrap A. KuEuN, M.D. 


Surgical Experiences with Pheochromocytoma. 
VictoR RIcHARDS and Francis N. Hatcr. Ann. 
Surg., 1951, 134: 40. 

Pheochromocytoma is a histologically benign but 
physiologically malignant tumor. It is the predomi- 
nant member of the chromaffin-cell tumors, occur- 
ring about ten times more frequently than the 
paraganglioma of the sympathetic chain. These 
tumors all contain a pressor substance which usually 
seems to be a combination of noradrenalin and 
adrenalin. The clinical picture of a pheochromocy- 
toma usually is the direct result of the physiological 
action of excess pressor substance. 

Typically, these tumors manifest themselves by 
paroxysms of hypertension, palpitation, tachycardia, 
severe headache, and profuse diaphoresis. However, 
pheochromocytomas have been associated frequently 
with sustained hypertension; they must be con- 
sidered as a possibility in atypical hyperthyroidism 
with hypertension, hypertension, hypermetabolism, 
and mild diabetes, and in cases of sudden death or 
cardiac failure in apparently healthy young individu- 
als. 

In attempting to arrive at a definite diagnosis, 
blood epinephrine assays, intravenous histamine 
tests, and the use of adrenolytic agents such as benzo- 
dioxane and dibenamine are useful. The blood 
epinephrine assay is too difficult for general use. 
Intravenous pyelograms will often give evidence of a 
mass in the adrenal region. Frequently, however, 
even with these aids a diagnosis cannot be made, and 
therefore the authors feel that bilateral adrenal ex- 
ploration should be a part of sympathectomies done 
for hypertension. 
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The authors state that the difficulties associated 
with an operative attack on a pheochromocytoma 
are primarily those of epinephrine intoxication up 
to the time of removal of the tumor and thereafter 
are related to a lack of either adrenocortical or 
medullary substances. To avoid these hazards they 
suggest that 5 c.c. of lipoadrenal extract be adminis- 
tered the night before operation with an additional 
5 c.c. plus 5 mgm. of DOCA on the morning of op- 
eration. During the operative procedure prior to 
removal of the tumor, intravenous administration of 
benzodioxane is useful. Immediately after removal 
of the tumor it is suggested that 0.25 c.c. of neo- 
synephrine be given intramuscularly every 5 to 15 
minutes, 1 c.c. of epinephrine in oil every 2 hours, 
an intravenous infusion containing glucose and neo- 
synephrine or norepinephrine, an aqueous adrenal 
extract (intravenously) up to 10 c.c per hour, DOCA 
(5 mgm. daily), and blood and plasma (as indicated) 
be given. A daily plan for postoperative care is sug- 
gested; the same drugs as are used immediately after 
the tumor removal are used with the addition of 2.5 
c.c. of lipoadrenal extract given intramuscularly 
every 4 hours. 

The authors prefer a posterolateral lumbar ap- 
proach with removal of the twelfth rib for cases in 
which the tumor is unilateral and the site is known. 
If both adrenal glands are to be explored, bilateral 
paravertebral incisions with resection of segments of 
the eleventh and twelfth ribs are preferred. Two 
teams are used to shorten the operative time. In 
doing sympathectomies for hypertension, the adren- 
al glands are routinely exposed and examined by the 
same method. 

Five cases are reported. Two of these occurred in 
women in whom the hypertension became marked 
after pregnancy. In neither of these cases were there 
attacks of obvious paroxysmal hypertension. The 3 
other cases occurred in men. Two of these had typi- 
cal paroxysmal hypertension, 1 with a metastasizing 
pheochromocytoma. Joun T. Grayuack, M.D. 


Physiopathology and Treatment of the Hydrone- 
phroses (Fisiopatologia e tratamento das hidrone- 
froses). L. DE Moraes ZAmitH. Rev. Port. obst. gin., 
1950, 3: 357- 

Fifty-three patients with hydronephrosis have 
been under observation and treatment by the 
author during the past 6 years. In the majority of 
patients the condition developed during the age 
period of from 4o to 50 years. In 26 patients the 
hydronephrosis occurred on the right side, in 24 on 
the left, and in 3 it was bilateral. In this material 
there were 40 females and 13 males. On the whole, 
there was a tendency for these patients to apply to 
the physician late in the course of the disease. In 
21 cases the initial symptoms resembled renal colic. 
There were 7 cases of hematuria and 5 cases of renal 
colic with hematuria. In 12 patients the initial 


symptoms were vague pains and discomfort in the 
lumbar region; in 8 patients the first symptoms were 
those associated with urinary infection. In 1 in- 





stance arterial hypertension was the first symptom 
noted, and in another a tumor of congenital origin. 

No infection was present in 39 of these patients. 
Of the 14 patients with infection, the colon bacillus 
was present in 7, staphylococcus in 5, and the tuber- 
cle bacillus in 2. 

With reference to the etiology, it is assumed that 
all hydronephroses are dynamic in character; that is, 
they are not the result of purely mechanical obstruc- 
tion with back pressure. Two types of dynamic 
disturbance are recognized. The first type (38 cases) 
is the result of dysectasia. The dysectasias may re- 
sult from a variety of lesions (anomalous blood ves- 
sels, adhesions, ureteral kinks, pressure from tumor, 
cold abscess, varices) interfering with the normal 
excretory function (peristalsis). The second type 
(4 cases) is due to atony resulting from nerve or mus- 
cular deficiencies, or lack of distensibility of the fas- 
cial layers. In 1 of these patients the hydronephrosis 
was congenital, and in 10 the cause was not deter- 
mined. This classification into the dysectasias and 
the atonies is important, both from the diagnostic 
and the therapeutic aspect. In the dysectasias there 
is apt to be an early phase of resistance to the process 
of dilatation, in the guise of spasm, muscular hyper- 
trophy, and acute symptoms (colic, pains, hema- 
turias) resulting perhaps in an earlier diagnosis and 
more effective treatment. In the atonies, the onset 
is apt to be more insidious, and the cause more 
difficult to ascertain. In this group there are scarce- 
ly any symptoms and infection is nearly always the 
first evidence of the presence of a hydronephrosis. 

In the matter of treatment, early diagnosis is of 
utmost importance. Probably the best method for 
determining and localizing the dysectasias is roent- 
gen kymography. Once the diagnosis is made the 
operative procedure is adapted to the needs of the 
individual condition encountered (nephropexy, cut- 
ting of anomalous blood vessels, loosening of ad- 
hesions, and removal of tumors). In all, 37 patients 
were operated upon. There were 19 clinical cures, 12 
clinical cures accompanied by roentgenologic im- 
provement, and the remaining 6 patients were im- 
proved clinically. There was no operative mortality. 

In this group of 37 operations there were 12 neph- 
rectomies. This included the 2 instances of tuber- 
culosis. The indications for nephrectomy in the re- 
maining 10 patients was always complete functional 
destruction of the hydronephrotic kidney with suff- 
cient functional capacity of the other kidney. 

Joun W. BRENNAN, M.D. 


The Relationship Between Alkaline Phosphatase in 
the Kidney and Urinary Calculi. Justin J. 
CorpDoNNIER and JAMEs A. Mitter. J. Urol., Balt., 
1951, 66: 12. 

Because of conflicting reports concerning the re- 
lationship between alkaline phosphatase in the kidney 
and urinary calculi, the authors produced calculi in 
rabbits and rats and studied the phosphatase ac- 
tivity in the kidneys of these animals both by bio- 
chemical and histological methods. 

















The production of calculi was brought about by 
feeding oxamide, with and without ureteral obstruc- 
tion. This was carried out on rabbits. The upper 
left ureter was partially occluded in 6 animals and no 
operative procedure was done on 4 animals. Of the 
6 rabbits operated on, 4 showed marked left hy- 
dronephrosis and 2 showed atrophic left kidneys. 
Only 1 was found to have a calculi in the renal pelvis. 
Two of the rabbits receiving oxamide but with no 
obstruction were found to have sand in the kidney 
pelvis and bladder. None of the controls developed 
calculi. 

Phosphatase determinations on the atrophic or 
hydronephrotic kidneys were either markedly de- 
creased or too low to read by the method used. 
These findings were confirmed by stains made with 
the Gomori technique. The studies carried out 
showed definitely a lower level of alkaline phos- 
phatase in the kidneys with calculi. 

In 20 albino rats a diet without vitamin A was 
used. Seventy per cent of the rats developed calculi 
in the urinary tract. There were no calculi in the 
control animals. Examination of the alkaline phos- 
phatase revealed a considerable variation both in the 
chemical analysis and the Gomoristains. In general, 
there was a suggested decrease in the kidneys when 
calculi were present. 

The conclusion was that there is no definite con- 
nection between the amount of alkaline phosphatase 
present and the formation of renal calculi as ob- 
served in either rabbits or rats. However, there 
seemed to be a decrease in alkaline phosphatase in 
the kidneys in which calculi were developed. 

Rosert O. BEeaptes, M.D. 


Is Renal Tuberculosis in Its Primary, Cortical, Non- 
caseous Form an Early Stage of Cavernous 
Caseous Tuberculosis of the Kidney? (Ist die 
primaer-corticale nichtverkaesende Nierentuberku- 
lose eine Fruehform der kaesig kavernoesen Nieren- 
tuberkulose?). E. FrrepHOFF. Chirurg, 1951, 22: 
297. 

The author quotes first the traditional viewpoint, 
according to which the pyramidal papilla and ad- 
jacent calyces are the site of early renal tuberculosis. 
In recent years, this viewpoint has shifted and an 
explanation is desirable for the tubercle bacilluria of 
functionally normal, clinically “silent” kidneys. 
Previous investigators found that cloudy swelling 
and infiltration around the glomeruli of nonspecific 
character, and also small tubercles, confined to the 
cortex, were predominantly combined with non- 
specific inflammatory lesions or rare scant tubercles 
of the renal medulla. It was believed that the “non- 
specific’? changes were due to tuberculosis also. 

The author presents his own case in which non- 
caseous tubercles of the cortex were found with 
histologically nonspecific changes of both the cortex 
and the medulla. The patient was a 47-year-old 
male, who had had pleurisy on the right side in 1919 
and pyelitis on the right side in 1939 with recurrence 
in 1945 which necessitated bed rest of 9 months. 
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The patient complained of general tiredness and 
slight heaviness in the right kidney region, but had 
no complaints on micturition. There was no eleva- 
tion of temperature. The sedimentation rate was 
45/80 and the white count 24,000. Rare white and 
red blood cells were found in the urine. No tubercle 
bacilli were seen on culture. The intravenous uro- 
gram failed to demonstrate calyces in the right kid- 
ney. Edema and congestion were present around the 
right ureteral orifice on cystoscopy; there was no 
elimination of dye from the right kidney. Catheteri- 
zation of the right ureter revealed an obstacle at 20 
cm. and an attempt at retrograde pyelography 
failed. The right kidney was removed. The ureter 
of this kidney was obliterated by pressure of a 
lymph node. Histological examination of the nor- 
mal-appearing kidney revealed rare miliary tuber- 
cles in the cortex with microcytic infiltration of the 
surrounding tissue and hyalinization of the glomeru- 
li. Several contracted scars of the cortex without 
tubercles were observed. 

The author quotes Medlar, who examined 100,000 
serial sections of the kidneys of 30 patients with 
pulmonary tuberculosis postmortem, and found 22 
instances of bilateral cortical tubercles and numer- 
ous scars, presumably representing healed tubercles. 
Coulaud came to the same conclusion as Medlar 
after performing 1,000 animal experiments. Ac- 
cording to Cibert, the prodromal stage of clinical 
bacteriuria, accompanied by parenchymatous bi- 
lateral, nonspecific or specific, inflammation precedes 
the early “surgical” stage of renal tuberculosis. The 
author believes that the early cortical lesion remains 
undetected because it is clinically silent and may 
even remain undiagnosed pathologically unless a 
complete serial section is made of the removed “nor- 
mal’? kidney. In some cases of renal tuberculosis 
which later develop into the cavernous caseous form, 
the early stage of the cortical, bilateral, noncaseous 
lesion is more frequent than has been expected. 

Ernest Bors, M.D. 


Polycystic Renal Disease, with Particular Reference 
to the Author’s Surgical Procedure. ALBERT E. 
GotpsTEIn. J. Urol., Balt., 1951, 66: 163. 


This study of polycystic renal disease was under- 
taken by Goldstein to compare the results obtained 
in 18 patients operated upon by the method described 
by the author 5 years ago, with the results obtained 
in 18 other patients upon whom conservative treat- 
ment was instituted. 

The cause of polycystic renal disease has not been 
definitely settled, but Goldstein favors the theory 
that it is the result of renal developmental defects. 
The cysts which he studied seemed to give evidence 
that a congenital defect existed between the secre- 
tory and the excretory apparatuses. 

In this series of cases, the condition was always 
bilateral, yet there are reports of its unilaterality. 
A case should not be considered unilateral until 
both kidneys have been exposed either by operation 
or at autopsy. 
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The symptoms in order of frequency are as follows: 

z Persistent low specific gravity of the urine (be- 
low 1.015). 

2. Definite pyelographic changes (bilateral). 

3. Pain in the upper abdominal and renal regions. 

4. Definite changes in the blood urea retention and 
excretory urinary tests. 

5. Traces of albumin in the urine. 

6. Slight elevation in the blood pressure. 

7. Bilateral palpable renal masses. 

8. Secondary anemias. 

9g. Hematuria. 

Of less importance are symptoms such as head- 
aches, nausea, vomiting, weakness, blurring of vision, 
itching of the skin, and hypertension. 

In the author’s operative procedure the kidney is 
exposed and delivered. All the large cysts are 
evacuated and many of the smaller ones are similarly 
treated. Parts of the cysts’ walls are excised. The 
kidney is split for its whole length down to the calyces 
and more cysts are exposed and drained. Effort is 
made not to open the calyces or pelvis. 

The open halves of the kidney are then sutured 
with No. 2 or No. 3 chromic catgut to the edges of 
the skin incision, to suspend the kidney and leave it 
exposed. The sutures are placed through the cortex 
on each side and then through the muscles, fascia, 
and skin. A vaseline gauze dressing is applied and 
the wound is kept open as long as possible. 

A scar will form over the kidney which is directly 
under the skin. Subsequent punctures are made 
when necessary through this scar to the kidney with- 
out danger of going into the peritoneum or any im- 
portant structure. 

In conclusion, the author stated that the average 
duration of life is less when the disease is treated 
conservatively. The average duration of life in poly- 
cystic renal disease is tavice as long (after a diagnosis 
is made) after surgery than after any other type of 
treatment. 

The patients who were subjected only to a unila- 
teral operation had a definite decrease in the size of 
the kidney not operated on as well as the one operat- 
ed on. This surgical procedure improves the general 
condition of the patient by decreasing the severity 
of the symptoms, reducing the size of the kidneys, 
and improving the renal function. 

Conrap A. KuvEsn, M.D. 


Preservation of Renal Function in Polycystic Dis- 
ease. FRANK N. Buck, R. Cart Bunts, and AUSTIN 
I. Dopson. J. Urol., Balt., 1951, 66: 46. 


The authors review and discuss the incidence, 
etiology, symptoms, and signs of polycystic renal 
disease, and present evidence that in properly se- 
lected cases bilateral decompression of the kidneys 
may result in the improvement of renal function 
and the preservation of life. The operation is con- 
sidered in the patients who are beginning to show 
some impairment of renal function. Preoperative 
preparation includes medical management to im- 
prove the renal function as much as possible, car- 


diac and pulmonary evaluation, transfusions if 
needed, and preoperative antibiotic medication. 
The operation consists of renal decapsulation, of 
unroofing and puncturing the cysts, and of painting 
the cyst cavities with Zenker’s solution. 

Six operative cases are reported, with definite 
improvement in renal function and pyelograms in 4. 

Josepu FE. Maurer, M.D. 


Primary Tumors of the Ureter. Eart E. EweErt and 
RoBert J. Duncan. Surg. Clin. N. America, 1951, 
Sr: 623. 

The authors report 8 cases of tumor of the ureter. 
One of these was bilateral. In 3 cases hematuria did 
not occur. In 1 patient without symptoms the 
tumor was demonstrated on routine intravenous 
pyelography. 

If tumors are present in the bladder the urologist 
must prove that the upper urinary tract is not also 
a site of tumors. A patient who has had papillomas 
in the bladder should be subjected to a study of the 
upper urinary tract at least once a year. Prelim- 
inary endoscopy of the urethra is a prerequisite of 
the periodic check-up examination. When the 
urethra becomes involved from a grade I malignancy 
of the bladder, the involvement is of a higher grade 
of malignancy and the prostate gland quickly be- 
comes involved. 

The fact that ureteral tumors tend to extend to 
other portions of the urinary tract makes it impera- 
tive that patients with these lesions must have 
complete urological investigations and must be fol- 
lowed-up carefully. Nephrectomy with removal of 
a cuff of the bladder should be carried out if the 
opposite kidney is normal. 

FREDERICK A. Ltoyp, M.D. 


Clinical Consideration of Primary Carcinoma of the 
Ureter (Zur Klinik des primaeren Ureterkarzinoms). 
W. Zium_er. Zschr. urol., 1951, 44: 374. 


Two cases of primary cancer of the ureter are 
added to the 194 cases which the author has been 
able to gather from the world literature. The first 
case was that of an 82 year old female who, some 3 
months preoperatively, had suffered a painless at- 
tack of hematuria. A month later the hematuria re- 
curred and at this time a tumor the size of two fists 
was palpable under the left costal arch. Descending 

pyelography did not show any excretion from the 
left kidney. The retrograde pyelography disclosed 
blockage after 5 cm., the shadow column ending in 
a dish-shaped dilatation with the concave border 
directed upwards. e 

Subtotal nephroureterectomy disclosed a carcin- 
oma solidum of the ureter and a hydronephrotic 
contracted kidney. Autopsy a half year lair dis- 
closed that the upper end of the in situ stump of the 
ureter terminated in a plum-sized partially infiltrat- 
ing tumor mass. There were multiple metastases in 
both lungs, in the liver, spleen, and left tibia. There 
was a metastatic nodule in the fourth lumbar verte- 
bral body. The paratracheal lymph nodes and the 








GENITOURINARY SURGERY 63 


nodes in the region of the left suprarenal cortex 
were infiltrated by neoplastic tissue. 

The second case was that of a 30 year old male 
who, 3 years preoperatively, had suffered a painless 
attack of hematuria. In this same year there oc- 
curred pains suggesting renal colic. Two years later 
another attack of hematuria occurred and there was 
left-sided renal colic. At this time intravenous 
pyelography disclosed a left-sided hydronephrosis 
and hydroureter and there was some loss of excre- 
tory capacity on that side. Retrograde pyelography 
disclosed what appeared to be a stenosis at a point 
8 cm. above the ureteral aperture into the urinary 
bladder. The final diagnosis was stenosis of the 
ureter, hydronephrosis, and hydroureter, all on the 
left side. Nephrectomy and partial ureterectomy dis- 
closed a hydronephrotic contracted kidney and car- 
cinoma of the left ureter. Unfortunately, the further 
course of this case could not be observed. 

Joun W. Brennan, M.D. 


Primary Carcinoma of the Ureter (Primaeres Karzi- 
nom des Harnleiters). WERNER Hinz and WERNER 
Moagnke. Zschr. urol., 1951, 44: 384. 


The findings at autopsy in 2 cases of primary can- 
cer of the ureter are reported. Since primary carci- 
noma of the ureter belongs, diagnostically, to “fone 
of the most difficult chapters of urologic surgery” 
(Halfer), cases of this condition studied clinically 
and at autopsy would seem worth reporting. 

The first patient was a 44 year old male who, 3 
weeks previously, began to suffer from headaches 
which became gradually worse. The symptoms were 
cerebral (stupor, motor unrest, mild Kernig, nystag- 
mus). The spinal fluid was under increased pressure. 
The patient became weaker and more emaciated, 
and died with the diagnosis of brain tumor. 

Autopsy disclosed a stenosing carcinoma of the 
right ureter, with infiltration of the retroperitoneal 
connective tissues and the para-aortal lymph nodes. 
There was a right-sided hydronephrotic contracted 
kidney, with vicarious hypertrophy of the left kid- 
ney. The metastasis in the right cerebellar hemis- 
phere was the size of an orange. There was an exten- 
sive, confluent bronchopneumonia in the posterior 
regions of both lungs. The inner surface of the right 
ureter showed, for a distance of 6 cm., a nodular 
papillomatous thickening which markedly narrowed 
the ureteral lumen and, 2 cm. from the bladder, had 
produced a total occlusion (stenosis). The right- 
sided ureterovesical aperture was retracted. There 
was a marked bullous edema of the vesical mucosa. 

Histologically, the tumor was found to be papillary 
in character. There were nests and strands of carci- 
noma tissue permeating the deeper tissues. The 
papillary structures were covered by a pleuristrati- 
fied, disordered epithelium with the histologic ap- 
pearance of transitional epithelium. The carcinoma 
cells were often large, and the nuclei were clear, poly- 
morphic, and with evident nucleoli and often mitoses. 
Supporting connective tissue was dense, fibrous, and 
infiltrated by follicular collections of round cells. 


The cerebellar metastasis was largely broken 
down. At the edges were nests of large epithelial 
cells with clear nuclei, or of smaller cells with dense 
nuclei. Here and there the cells showed evident 
characteristics of transition epithelium. In places, 
the epithelial cells were flat—without, however, evi- 
dence of cornification. 

The second patient was a 62 year old male with 
obstinate constipation which had been present for a 
number of years. The ascending colon showed a fill- 
ing defect. Operation at this time was refused. Two 
years later progressive emaciation, weakness, pain, 
and debility led to operation, which uncovered an 
inoperable retroperitoneal tumor. Three weeks later 
the patient died. 

Autopsy disclosed a bean-sized mucosal tumor of 
the right ureter (stenosis) with a fist-sized infiltra- 
tion of the surrounding tissues and invasion of the 
bladder; there was a perforation of the bladder wall 
which admitted the tip of the little finger; there was 
a right-sided hydronephrosis; multiple metastases 
were present in the liver and lymph nodes of the hilus 
of the Jiver; and there was severe hemorrhagic puru- 
lent cystitis, left-sided pyelitis and ascending neph- 
ritis, uremic gastritis and duodenitis, and edema of 
the liver. 

Histologically the mucosal covering of the tumor 
was present in places; it appeared to be of the char- 
acter of a transition epithelium, and the stratified 
character was lost. The nuclei were polymorphic 
with nucleoli and numerous mitoses. The muscular 
wall of the ureter was completely destroyed by the 
alveolar, or peglike, masses of carcinomatous tissue. 
Here and there the carcinoma cells were collected 
into branching, dissociated, festooned cell complexes. 
The larger masses of carcinoma cells were frequently 
of the flat-celled type, and not infrequently exhibited 
small epithelial pearls. In these larger masses the 
nuclei were polymorphic and usually large and clear; 
in the smaller masses they were smaller, dark, and 
spindle-shaped. The supporting connective tissue 
was dense, fibrous, and poor in nuclei. Here, in places, 
there were seen loose nests of round cells. In the 
tissues surrounding the ureter were extensive ne- 
croses with deposits of calcium. 

Joun W. BRENNAN, M.D. 


GENITAL ORGANS 


‘“‘Silent’’ Prostatism. Eart E. Ewert and Howarp J. 
Summons. Surg. Clin. N. America, 1951, 31: 659. 


Unrecognized prostatic obstruction has long been 
known to the urologist by the clinical title of “‘silent 
prostatism.”” Although there are varying degrees of 
this condition, the authors have limited their dis- 
cussion to the patients who have tremendously dis- 
tended bladders and, to them, only minimal symp- 
toms. They may have complaints entirely unrelated 
to the genitourinary tract, which are actually caused 
by varying degrees of an azotemic reaction. These 
symptoms may take the form of digestive disturb- 
ances and are of such severe character as to merit 
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repeated gastrointestinal studies. Such patients fre- 
quently get into serious difficulties because they re- 
fuse to recognize their urinary symptoms. ‘Many 
men with prostatic obstruction of long standing have 
forgotten the ease of the normal urinary tract and 
the normal urge to void. Most of these patients also 
show a refreshing improvement in their cardiac 
status and significant drop in their blood-pressure 
reading. 

Another form of silent prostatic obstruction which 
brings the patient to the physician is caused by an 
underlying cardiovascular-renal syndrome resulting 
from arteriosclerosis. When azotemia adds an extra 
burden to the cardiac and renal mechanisms, these 
patients become ill and are confined to bed because 
of edema of the legs. The precipitating offender, 
namely, the obstructing prostate, may go unrecog- 
nized, either until it is found that the patient is 
unable to void in bed, or the greatly distended blad- 
der is discovered on closer examination. 

The patient suffering from an undisclosed pros- 
tatic obstruction may be gaunt, dry-skinned, beefy, 
and dry-tongued, and when he stands erect, the 
abdomen reaches the size of a 6-month or 7-month 
pregnancy. The absence of prostatic enlargement 
rectally cannot be dismissed as lack of evidence of 
obstruction of the bladder neck. 

Complete instantaneous emptying of a chronically 
overdistended bladder can produce engorgement with 
bleeding and a severe febrile episode from the in- 
troduction of infection, which makes the procedure 
exceedingly hazardous. The injudicious use of a 
catheter to determine the amount of residual urine 
and then the withdrawal of the catheter traumatize 
the edematous prostate sufficiently to close the 
urethra off entirely and lock an infection in the 
bladder. 

Drainage of the overdistended bladder assumes 
paramount importance in the management of these 
seriously ill patients. This may be accomplished with 
a urethral catheter and gradual emptying over a 48- 
hour period. Trocar suprapubic puncture is perhaps 
more efficient and, in some cases, a safer procedure 
for urinary diversion than urethral drainage. In 
patients who will require prolonged preoperative 
preparation, suprapubic cystostomy may be carried 
out. Large bladder stones or the presence of other 
intravesical disease may make this form of urinary 
diversion imperative. 

Antibiotic therapy now plays an important role in 
surgical management. The authors perform bilateral 
vasoligation initially to eliminate the added burden 
of epididymitis. 

Initially, the stabilization of the urea nitrogen or 
nonprotein nitrogen cannot always be foretold, and 
it may remain at 70 or 80 mgm. per too c.c. for 
months. In many of these individuals transurethral 
resection can be carried out safely when the nitro- 
genous level is stable. Glands weighing more than 
go gm. are best removed suprapubically. If the 


patient is carefully prepared, recovery from opera- 
tion is uncomplicated. 





Inan occasional patient no further surgical therapy 
may be deemed advisable, and permanent supra- 
pubic catheter drainage then becomes necessary. 

FREDERICK A. Ltoyp, M.D. 


The Clinical Evaluation of Patients with Prostatic 
Hypertrophy (Das Krankengut bei der Prostata- 
hypertrophie und seine Klinische Beurteilung). 
HErnricH Bross. Chirurg, 1951, 22:289. 


The organic functions, such as cardiovascular and 
renal, reach their limit in advanced age for lack of 
reserves. The author tries to establish criteria by 
which the indication for operative intervention can 
be evaluated. He presents his experience with 539 
patients in the 7 year period between 1943 and 1949. 

The general condition is judged by physical and 
mental activity. The former concerns the partici- 
pation in regular gymnastic exercises, and the lat- 
ter, the patient’s inclination and ability to make 
use of the offered reading material and his interest 
in daily events. The absolute age is of secondary 
importance; the prematurely aged individual must 
be differentiated from the well preserved patient 
in his eighth or ninth decade. The increasing num- 
ber of operations on patients of advanced age in 
1949 was based on the improved knowledge and 
judgment regarding the eligibility for intervention, 
for both Freyer’s and Millin’s procedures. 

With the exception of the first to fourth post- 
operative days, when the patients are kept in a 
private room, they are housed in the wards. The 
contact with successfully treated patients is con- 
sidered an important morale builder. 

With the technical improvement and advance 
in anesthesia and with the preoperative and post- 
operative administration of sulfonamides and anti- 
biotics, the suprapubic and retropubic enucleation 
could be extended to an increasing number of cases. 

The average age of the patients increased from 
63 to 68 years during a 5 year period. Because the 
suprapubic and retropubic methods were followed 
by a smooth postoperative course, transurethral 
resection was almost completely abandoned. Pal- 
liative methods, such as use of the indwelling ca- 
theter and an exceptional suprapubic cystostomy, 
were used only to prepare the patient for future 
intervention. Indwelling catheters of ambulatory 
patients were changed once a week and the bladder 
was irrigated twice a week. Suprapubic cystosto- 
mies were done in cases of persistent urethritis, in- 
juries of the prostatic urethra, and in cases of se- 
vere hemorrhage which necessitated packing of the 
bladder. 

The cardiovascular system was tested in con- 
junction with the medical service. The electro- 
cardiogram with chest lead was applied when the 
other leads yielded doubtful information. 

Patients with valvular disturbances of the heart 
were not observed because such patients usually 
do not reach a higher age. 

Incipient stenocardiac symptoms form no con- 
traindication, whereas patients with myocardial 
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infarcts and aneurysms of the heart must be ex- 
cepted from intervention. The early form of myo- 
cardial insufficiency without signs of decompensa- 
tion does not contraindicate surgery. Cases with 
decompensation or recurrent signs of myocardial 
insufficiency are excluded from prostatectomy. 
Among 239 cases, myocardial insufficiency was 
found 89 times and coronary insufficiency twice. 
Two patients died postoperatively from sequelae 
of myocardial insufficiency. Any cardiovascular 
condition which does not respond to internal treat- 
ment contraindicates surgery. 

The mortality rate from urinary causes among 
301 patients, treated conservatively because their 
condition did not permit intervention, was up to 
20 per cent and among 238 who were operated on 
it was 7.5 per cent within the past 7 years. Uro- 
sepsis and ascending infection cannot be controlled 
in every instance. The renal changes with func- 
tional disturbances of the tubules induced Hennig 
to coin the term “pressure kidney.” In its early 
and simple stage the result is a lack of concen- 
trating function, and when the condition progresses 
further, acidosis supervenes. The treatment of the 
“pressure kidney” consists of decompression with 
the indwelling catheter. Vasectomy, done the day 
after admission, has eliminated complications of 
the gonads. Acidification of the urine with sodium 
phosphate or ammonium chloride is indicated. If 
decompression improves the function of concen- 
tration by 15 points or more within 3 to 4 weeks, 
operation may be performed, otherwise interven- 
tion must be postponed until a later date. 

Of 539 patients, 375 (69.5%) had disturbed kid- 
ney function; 131 (39.4%) had poor concentration 
only, and 92 (24.5%) had additional high values 
of blood urea. This number, however, increases to 
201 (53.6%) by adding 109 (29.1%) uremic pa- 
tients whose kidney condition was so disturbed as 
not to permit Volhard’s dilution and concentration 
test, and another 43 (11.4%) patients had a range 
of 20 or more on concentration but their blood urea 
was elevated. 

Of 375 patients with signs of disturbed kidney 
function, 168 (44.8%) responded to decompression 
and became operable, while 207 (55.2%) patients 
failed to become eligible for surgery. Of 20 patients 
with disturbances of both concentration and blood 
urea, 52 (25.9%) became operable. However, 
among 131 patients with disturbed concentra- 
tion only, 84 (64.1%) underwent surgery. Dis- 
turbances of concentration in conjunction with ele- 
vated values of blood urea are of prognostic sig- 
nificance and patients presenting them are more 
endangered by surgery. Slightly elevated values 
of blood urea were observed to increase severely 
following a concentration test. One cause for ele- 
vated blood urea is tubular damage, which is mani- 
fested by polyuria or isosthenuria. Another cause 
is glomerular damage due either to increased and 
persisting intrarenal pressure or arteriosclerosis. In 
the latter case, the renal damage is irreversible. 


Treatment by decompression benefited 137 of 168 
patients with renal dysfunction within 4 weeks, 
while 31 patients became operable only after pe- 
riods ranging from 1 month to 3 years. The kidney 
function of treated ambulatory patients must be 
tested repeatedly. Despite the use of sulfonamides 
and antibiotics, pyelonephritis and renal insuffh- 
ciency may develop postoperatively because of 
renal damage. 

A cystoscopy is done routinely in order to diag- 
nose the type of obstruction and bladder changes. 
A large infected vesical diverticulum is a contra- 
indication to enucleation and must be removed 
before the obstruction is treated in a second stage. 
Large, noninfected diverticula can be removed 
with the prostate in one stage. 

Intravenous urography is done routinely as a 
test of kidney function and as a diagnostic method 
to exclude renal lesions, such as neoplasms. Retro- 
grade pyelography should not be done in order to 
avoid the spread of infection to the kidney. 

Dyspeptic symptoms must not be regarded ex- 
clusively as characteristic for renal dysfunction; 
they may have their cause in organic diseases of 
the gastrointestinal tract, e.g., rectal carcinoma. 
Proctoscopy and contrast enemas should be used 
routinely whenever such symptoms are present. 

No contraindication to surgery exists in the 
presence of a favorable general condition, an un- 
disturbed cardiovascular function, normal renal 
function, and in the absence of pathological find- 
ings in the urinary and other visceral systems. 

A relative contraindication is presented by a fav- 
orable general condition with compensated cardio- 
vascular or renal function. The combination of 
compensated cardiovascular function and improved 
renal function must be especially carefully eval- 
uated. 

An absolute contraindication is present when 
there is a poor general condition (cachectic patient), 
decompensated cardiovascular or renal function, 
pathological urinary findings (infected diverticulum 
of the bladder, tumor, calculus), or pathological 
findings in other organs (cancer of the rectum). 

ErRnNEsT Bors, M.D. 


Electrosurgical Complications of Transurethral 
Prostatic Resection. James H. Semans. J. Urol., 
Balt., 1951, 65: 1056. 

An important factor in the success or failure of 
transurethral resection of the prostate gland is the 
performance of the cutting and coagulating cur- 
rents. Electrosurgical factors which may compli- 
cate this procedure are discussed. 

Unsatisfactory cutting is most often due to a de- 
creased flow of current. To detect this, a voltmeter 
attached to the same switch plate with the electro- 
surgical unit may be employed. When the cutting 
current is being employed during operation the 
voltage reading is usually 115 volts in most units. 
An inadequate flow of current in some communi- 
ties may originate in the power house if the local 
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industries are using large quantities at the time of 
operation. An excessive number of electrical ap- 
pliances may be connected to the same circuit in 
the building. Deficient current may also be due to 
such factors as small calibered wires unable to 
carry large currents, defective insulation, loose elec- 
trical contacts such as loose jack plugs, wrinkled 
and irregular surfaced indifferent electrodes be- 
neath the patient, which may be further blocked 
from the patient by excessive nonconducting hair 
on the buttocks or dried lubricating jelly. No lubri- 
cant is necessary. Other mechanical details of ad- 
justment and inspection of parts of the electro- 
surgical and operating units are discussed; these 
are commonly mentioned in the manufacturers’ 
literature. 

The local concentrations of current where the 
loop is in contact with prostatic tissue may be dis- 
persed by allowing the water in the bladder to be- 
come excessively bloody. This creates a fluid me- 
dium which is now conductive and the current is 
spread to other parts of the bladder and urethra, 
weakened where needed. A similar condition exists 
when using saline solution or water with a high 
mineral content for irrigating. 

Dim illumination by the light bulb may be caused 
by moisture in the connection of the bulb to the 
telescope. Application of grease to the threads of 
the bulb as it is being screwed into the telescope 
may prevent this. The bulb may fail due to a short 
circuit between it and the cutting loop. This may 
happen if the foot pedal remains depressed at the 
end of the excursion, producing an arc of electricity. 
This may also cause charring of the sheath, making 
it a conductor spreading current to adjacent tissue 
with excessive necrosis. Residual necrotic tissue 
may become obstructive and chronically infected. 
A minimum of tissue should be destroyed. Occa- 
sionally, a stream of blood can be used as a con- 
ductor and bleeding can be stopped by the tube 
cutting current without the application of the coag- 
ulating current to the tissue area. Mucous mem- 
brane tags may be excised with the tube current 
alone. 

Several minor complications related to details of 
technique are discussed. One of these is the occur- 
rence of a spark between the instrument and any 
conducting surface such as the operator’s head or 
hand, or the patient’s leg. This is produced by dis- 
charge of an electric field built up around the re- 
sectoscope which cannot be grounded because of 
the nonconducting rubber glove on the operator’s 
hand. The current jumps the gap between the in- 
strument and the nearest conducting surface. If 
the glove is removed from the operator’s hand, the 
difficulty is eliminated. 

A serious, but rare complication may be caused 
by wear of the insulation in a rheostat. The full 
voltage of the house current may be carried to the 
patient and propel him from the table. The use of 
a battery, in preference, is strongly recommended. 

ALLAN K. Swersiz, M.D. 


Carcinoma of the Epididymis. Raymonp WHITE- 
HEAD and A. F. WitiiAms. Brit. J. Surg., 1951, 38: 
513- 

The author stated that carcinoma of the epididy- 
mis is rare and of considerable interest to both sur- 
geons and pathologists. The most difficult problem it 
presents is that of diagnosis. Clinically, the lesion is 
likely to be mistaken for epididymitis; pathological- 
ly, it has to be differentiated from other epididymal 
tumors that at first sight appear to be malignant, and 
even when malignancy is certain, the classification of 
the tumor is far from easy. Because of the mislead- 
ing histological appearance, it is uncertain how many 
of the reported cases should be considered authentic. 
In the literature since 1934 the authors have found 
only 4 cases that were sufficiently well described to 
be accepted with confidence. 

The authors report a further case and discuss the 
problems of clinical and pathological diagnosis. 

The occurrence of a tumor in the epididymis is so 
unusual that such a diagnosis is rarely considered 
when the nature of a swelling in this organ has to be 
determined. On the other hand, inflammatory swell- 
ings of the epididymis are exceedingly common; for 
this reason the only problem usually considered is 
the nature of the presumed infection. Since tuber- 
culosis is most likely to be present as a painless 
epididymitis, it is natural that most epididymal neo- 
plasms, which may also be painless, should be gener- 
ally regarded as being tuberculous. Perhaps the 
most valuable sign of a tuberculous epididymitis is a 
coincident enlargement of the seminal vesicle, 
which, of course, is not enlarged if the swelling is a 
tumor. 

From a study of the published cases an idea of the 
clinical picture of carcinoma of the epididymis can be 
formed. Half of the cases occur between the ages of 
20 and 4o, and the left and right epididymides are af- 
fected with approximately equal frequency. The 
patient complains of a painful or painless swelling of 
the testicle, often present for less than a year. The 
growth is not infrequently accompanied by a hydro- 
cele, but a varicocele is rare. Metastases occur, es- 
pecially in the lungs. Patients frequently die within 
2 years after the diagnosis, and so far only 1 patient 
is known to have survived more than 5 years. The 
usual treatment is orchidectomy, but it would be 
logical to give irradiation to the regional glands in 
addition, as for tumors of the testis. 

The chief pathological problems are those of diag- 
nosis and nomenclature. The best: evidence of the 
malignancy of an epididymal tumor is the histologi- 
cal demonstration of metastases in organs remote 
from the scrotum; since the lungs are sites of election 
for metastases, these organs should be examined 
with special care both roentgenologically and at 
necropsy. When the growth is confined to the 
scrotum the histological diagnosis may be less cer- 
tain and is especially difficult when the appearances 
are suggestive of adenocarcinoma. 

Malignant growths of the epididymis are not in- 
frequently diagnosed pathologically as seminoma. 














The application of the term “seminoma” in any 
particular case probably means that the tumor was 
morphologically indistinguishable from, or closely 
similar to, the common round-cell tumor of the testis. 

Although carcinomas of the epididymis may re- 
semble seminomas of the testis, it is preferable that 
they should receive purely morphological designa- 
tions. 

Benign adenomatoid tumors of the epididymis 
have often been mistaken for adenocarcinomas and 
should always be excluded before the diagnosis of 
malignancy is made. ROBERT TuRELL, M.D. 


Malignant Testicular Tumors; Clinical and Thera- 
peutic Evaluation of 158 Cases. Gustave Kap- 
LAN, BENJAMIN B. COHEN, and BERNARD ROswiITt. 
Am.J. Roentg., 1951, 66: 405. 

In this series testicular tumors were classified as 
seminomas, embryonal carcinomas, teratocarcino- 
mas, and choriocarcinomas. Both seminomas and 
embryonal carcinomas showed an equal incidence of 
36.4 per cent, the teratocarcinomas an incidence of 
15.2 per cent, and the choriocarcinomas one of 6 per 
cent. 

The average age of the patients was thirty-five 
years; those with seminoma were in the oldest age 
group (37.7 years) and those with choriocarcinoma 
were in the youngest group (26.3 years). Earlier ob- 
servations of the low incidence in the negro race 
were reconfirmed. 

The most common presenting symptom and sign 
was testicular swelling. The presence of back and 
abdominal pain frequently indicated metastases to 
the retroperitoneum. A history of trauma was pres- 
ent in 16 per cent, hydrocele in 5 per cent, cryptor- 
chidism in 4 per cent, and orchitis in 2 per cent. 

Metastatic spread occurs by way of the lymphat- 
ics. Rouviere has demonstrated that “the lymph 
trunks of the testicle reach the posterior border of 
that organ, ascend, and anastomose along the blood 
vessels of the spermatic cord. The lymphatics ac- 
company the internal spermatic vessels and having 
arrived at the point at which these vessels cross the 
ureter, the testicular collecting trunks commence to 
separate and run medially to the abdomino-aortic 
nodes by which they are drained. The external iliac 
nodes are likewise recipients of the lymphatics of 
the testicle where they are crossed by the ureter. 

The abdominal and peripheral lymph nodes and 
the chest were the most frequent sites of metastases, 
which were most often noted in choriocarcinoma and 
embryonal carcinoma. 

Testicular tumors are treated by orchiectomy and 
followed by radiation therapy of a daily depth dose 
of 150 roentgens to the upper and lower abdominal 
zones alternately, and 100 roentgens daily to the in- 
guinal region. If no metastatic nodes are demonstra- 
ble, three anterior portals are used—the epigastric, 
lower abdominal, and inguinal; and two posterior 
fields—the combined upper lumbar and lower dor- 
sal, and the lower lumbar. A depth dose of 2,000 
roentgens for seminoma and 3,000 roentgens for the 
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others is given. Roentgen examinations of the chest 
and intravenous pyelograms are routinely performed 
to determine the presence of metastases. Upper 
gastrointestinal study, including the retrogastric and 
retroduodenal spaces, is likewise employed to deter- 
mine the presence of metastases. 

Resection of the upper retroperitoneal nodes was 
not done by the urologists at this hospital because 
they thought that adequate dissection was not 
technically feasible. If nodes were present, total re- 
moval was considered impossible. 

A malignant tumor of the testicle should be con- 
sidered when a patient has an abdominal mass, 
supraclavicular nodes, or other possible foci of me- 
tastases compatible with a primary carcinoma of the 
testicle. HERBERT J. Karot, M.D. 


MISCELLANEOUS 


Translumber Serial Aortography: A New Medium 
and a New Technique. W. F. Metick, C. P. Yar- 
BROUGH, and T. D. Borer. J. Urol., Balt., 1951, 66: 
458. 


Two criticisms are made of translumbar aortog- 
raphy as it has been employed in the past: (1) con- 
trast media have not been entirely safe, and (2) the 
limited number of exposures fails to reveal all of the 
details of the renal circulation. 

Because both sodium iodide and diodrast are 
said to have caused deaths, 75 per cent neo-iopax 
was used in this study. To obviate the second ob- 
jection, serial aortograms were made. These were 
accomplished by means of a homemade device that 
cost about ten dollars and permitted 5 to 7 ex- 
posures in 7 to 10 seconds. 

Two case reports are presented, to illustrate the 
value of the method. Radiographic visualization 
of an embolus in the renal artery, and of both the 
renal arteries and veins is believed to have been 
shown for the first time. It is postulated that serial 
aortograms may be able to confirm or dispose of the 
concept of an intrarenal shunt in lower nephron 
nephrosis. It is felt that the serial pictures retain 
all of the advantages of the more common types 
of translumbar aortograms. 

Ormonp S. Cutp, M.D. 


Renal Hemodynamics in Clinical Urology. Harry 
GrapsstALp. J. Urol., Balt., 1951, 66: 19. 


The author has utilized methods permitting simul- 
taneous measurements of the glomerular filtration 
rate and the effective renal plasma flow in a clinical 
and experimental study at the United States Marine 
Hospital, Baltimore, Maryland. Observations were 
made in many urological disease entities including 
the most commonly seen “surgical kidneys.”” The 
following were among the conclusions drawn: Com- 
pensatory hypertrophy of 1 kidney can be measured 
in quantitative terms, and begins as early as the 
seventh day, continuing for several months to im- 
prove. Temporary diminution of function may fol- 
low emotional upset. Clearance patterns established 
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in cases of renal ischemia and infarction reveal a 
uniform decrease in function. Temporary inter- 
ference with the renal blood supply may result in a 
prolonged period of functional impairment. 

Patients with renal calculous disease show a uni- 
form decrease in function of the involved kidney. 
Following removal of the calculi there is improve- 
ment in function. Stones may cause a reflex veno- 
spasm with subsequent reduction in the effective 
renal plasma flow. 

It was found that patients with prostatism demon- 
strate renal impairment before the blood urea 
nitrogen and similar tests become abnormal. Here 
prostatectomy resulted in improvement of the renal 
function. Josepu E. Maurer, M.D. 


Retropneumoperitoneum; Its Technique, Indica- 
tions, and Results (El enfisema retroperitoneal, 
Su tecnica, sus indicaciones y resultados). Lip1o G. 
Mosca. Arch. espan. urol., 1951, 7: 1. 


The technique of this method has already been 
described in this journal (Surg. Gyn. Obst., Internat. 
Abstr. Surg., 1950, 91: 406). Ruiz Rivas (1948) des- 
ignated the method “pneumoren.” The term “retro- 
pneumoperitoneum”’ is of French origin. The term 
“retroperitoneal emphysema” was proposed by the 
author (1949) in his article on the method which im- 
mediately followed that of Ruiz Rivas. The author 
believes that the term “retroperitoneal emphysema” 
is more appropriate because the method serves also for 
visualization of other anatomical and pathologic for- 
mations of the abdomen than the kidney alone. 

The method has been used by the author in the 
Argentine (Hospital Independencia, Santiago del 
Estero) on 220 ambulatory patients without acci- 
dent. There was at most some abdominal pain of a 
temporary character. The advantages of the method 
are that it does not require an anesthetic, its execu- 
tion is simple, a single puncture can visualize both 
kidneys, and the discomfort of the patient is at a 
minimum. 

The patient must be well prepared (enema, 
pitressin). The voltage and amperage employed will 
be less, by 10 to 20 kilovolts, than that ordinarily cal- 
culated for this region. The value of this method 
rests on the fact that the gas infiltration will essen- 
tially lessen the shadow densities of the region. The 
roentgenograms must be taken from several direc- 
tions and the isolated demonstration of the supra- 
renal gland will require that the roentgenogram be 
made while the patient is standing. The author be- 
lieves that the air, in rising from the retroperitoneal 
peripelvic connective tissues, enters the kidney cap- 
sule through its lower pole, at which point the cap- 
sule is freely open to the periabdominal (or perilum- 
bar) retroperitoneal connective tissue. In view of 
the fact that the definition is sharper the nearer it 
is to the screen, or film, the author suggests that the 
right oblique exposure is the most favorable for 
demonstrating the structures in the region of the 
left kidney, and the left oblique exposure for demon- 
strating structures in the region of the right kidney. 





With concomitant retropneumoperitoneum and 
pyelography (descending or ascending), it has been 
possible to show both the intrapelvic and perirenal 
extension of a tumor and thus aid in planning the 
surgical therapy. The method is the only direct one 
for demonstrating perinephritis. However, in the 
matter of the perirenal tissue, the author cautions that 
the failure to fill does not postulate impermeability; 
smaller amounts of the gas, injected on successive 
days, may prove successful in insufflating this space. 

Other retroperitoneal pathology than that in- 
volving the kidney may. also be demonstrated. An 
appended roentgenogram clearly demonstrates an 
aneurysm of the abdominal aorta. At times, only 
pneumoretroperitoneum will diagnose the congenital 
form of hydronephrosis. This method will not only 
demonstrate the hydronephrosis but also the amount 
of residual kidney tissue, and will thus show whether 
the intervention should be radical or conservative. 
In one instance a hyperplasia of the suprarenal gland 
was rendered clearly manifest. 

The extensions of the retroperitoneal connective 
spaces make possible the demonstration of hydatid 
cysts and tumors of the lower surface of the liver 
and of the spleen. Joun W. BRENNAN, M.D. 


Experimental Urolithiasis. Prevention and Dissolu- 
tion of Calculi by Alteration of Urinary pH. 
C. W. VeRMEULEN, H. D. Racins, WILLIAM J. 
Grove, and R. Goetz. J. Urol., Balt., 1951, 66: 1. 


In previous publications the authors presented a 
method for the experimental production of urinary 
calculi by the introduction of a foreign body into 
the bladder of a rat. They also demonstrated that 
foreign body calculi could be prevented by producing 
chronic diuresis. In the animals in which the stone 
failed to dissolve a markedly alkaline urine was 
found and culture revealed that the urine contained 
a urea-splitting organism of the Pasteurella group. 
Experiments were carried out to show the effect of 
infection with this organism on stone growth. 

When a foreign body infected with a Pasteurella 
organism was implanted in the bladder of the rats, 
the urine became intensely alkaline and marked 
calculus formation occurred. In a few animals the 
suspension of the organism was injected directly 
into the bladder without the introduction of a foreign 
body. About half of these animals developed urinary 
infection, alkalinuria, and calculi. These calculi, as 
well as the others discussed in this article, appear to 
be composed chiefly of magnesium ammonium phos- 
phate hexahydrate. 

In these experiments it was apparent that either 
infection per se or the alkalinity produced by the 
urea-splitting infection markedly influenced calculus 
formation. To test the effect of urinary pH alone 
in the absence of infection, stone formation upon 
sterile foreign bodies was studied in animals with 
diets altered by the addition of sodium bicarbonate 
or ammonium chloride. 

The experiments were of 2 types: one tested the 
effect of pH on stone prevention. while the other 
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tested the effect of acidification on stones already 
present. In the preventive experiment the rats were 
divided into three groups. Immediately after the 
implantation of foreign body (a small piece of zinc), 
one group was given a control diet, another group 
was placed on an acid diet, and the third group re- 
ceived an alkaline diet. In 6 weeks the animals were 
sacrificed and the stones removed and weighed. In 
the second experiment (curative) stones were pro- 
duced on foreign bodies. At the end of 2 months the 
stones were removed, weighed, and immediately 
reimplanted. At this time the animals were divided 
into two groups: one group remained on the control 
diet, while the other was shifted to the acidifying 
diet containing ammonium chloride. At regular in- 
tervals the urine was collected quantitatively and the 
magnesium and phosphorus excretion determined. 

In the preventive experiments there was negligible 
stone formation in the acidified group of 21 animals. 
Seventeen animals in the control group produced an 
average calculus of 60 mgm. The alkalinized rats 
produced slightly more stone than the controls, but 
the difference was not statistically significant. 

In the curative experiments the results from 39 
rats were tabulated and it was found that stones in 
the control group continued to grow with an average 
weight increase of 79 mgm. In the group given the 
acidifying diet there was a loss of stone weight aver- 
aging 64 mgm. Fourteen of the 20 animals in the 
acidifying group showed complete dissolution of the 
stones so that the zinc foreign body was found free 
in the bladder. Studies of the urine showed a 
marked elevation of phosphorus excretion in the 
group given ammonium chloride. The magnesium 
excretion was relatively less affected. 

In summary: the influence of urinary pH on experi- 
mental calculi was tested in rats. In one experiment 
ammonium chloride added to the diet prevented the 
formation of calculi in all of the treated animals. In 
the second experiment acidification was begun only 
after the stones had already formed. Complete 
dissolution of the calculi occurred in 14 of 20 animals. 
Suitable control groups accompanied each experi- 
ment. RosBert O. BEADLEs. M.D. 


Experimental Urolithiasis: Prevention of Mag- 
nesium Ammonium Phosphate Calculi by Re- 
ducing the Magnesium Intake or by Feeding 
an Aluminum Gel. C. W. VERMEULEN, R. GOETz, 
H. D. Racins, and W. J. Grove. J. Urol., Balt., 
1951, 66: 6. 

The method of stone formation was in general the 
same as that described in previous articles. 

Experiment No. 1. Three diets were tested; one 
was low and one was high in magnesium and the 
third was a standard diet for rats with a foreign body 
implant. In these animals the pu of the urine was 
found to be approximately the same in all three 
groups and infection was ruled out as a factor. The 
rats on the diet low in magnesium failed to produce 
stones. The diet with increased magnesium content 
resulted in excellent stone growth. 


Experiment No. 2. The ingestion of certain 
aluminum gels forms insoluble aluminum salts with 
available phosphate in the gastrointestinal tract and 
thus leads to a reduction of the phosphate excreted 
in the urine. To test the efficacy of the aluminum 
gel on the experimental calculi, 2 groups of rats were 
used. One received the control diet and the other 
was fed a diet composed of 10 parts of basalgel. 
The result of this diet revealed that the phosphorus 
concentration in the urine was depressed to one- 
third that of the control level. It was also noted that 
the urinary pH was distinctly elevated. Basalgel 
was found quite effective in preventing stones during 
the 6 weeks of the experiment. 

Experiment No. 3. In this experiment, after 
stones were developed in the bladder, three groups 
were formed. One was put on a control diet, the 
second was given a diet low in magnesium and the 
third group was given a diet containing basalgel. The 
results were compared in 4 weeks and it was found 
that the stones in the control group continued to 
grow. The group that received the low magnesium 
diet showed marked stone dissolution. In 9 of 11 
cases complete dissolution occurred. The results 
with basalgel were somewhat disappointing. Of 32 
stones in this group, 9 showed some increase in 
weight instead of dissolving. Four stones of the 
entire group dissolved completely. The remaining 
1g stones were either unchanged or incompletely 
dissolved. 

These experiments demonstrated that magnesium 
ammonium phosphate calculi in rats could be pre- 
vented by reduction of either the magnesium or the 
phosphate concentration in the urine. They also 
showed that stones previously formed could be dis- 
solved by the same measures in many instances. 

RoBertT O. BEADLEs, M.D. 


The Influence of Alumina Gels on the Prevention of 
Urinary Calculi. Grorce S. Barrett. J. Urol., 
Balt., 1951, 66: 315. 

The problem of preventing recurrent renal cal- 
culi is a complex one. Except for the removal of 
hyperfunctioning parathyroid tissue, specific prac- 
tical methods of preventing stone formation are 
few. Attempts to accomplish continuous acidifi- 
cation of the urine and thus reduce urinary phos- 
phate precipitation have often proved very limited 
in effectiveness. The author, therefore, sought to 
study the effectiveness of alumina gels in lowering 
the excretion of phosphate ions in the urine. He 
also attempted to determine the effectiveness of 
magnesium, which had been found to form a com- 
plex soluble compound with the oxalate ion in pre- 
venting recurrent calculi. 

Balance studies on 3 patients with renal calculi 
and 1 normal subject were performed. For 6 days 
this group was maintained on a constant dietary 
regimen and for the last one-half of this period, 
24-hour specimens of food, urine, and stool were 
collected. For the next 3 days, in addition to the 
maintenance diet, the patients received 30 c.c. of 
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amphogel four times daily. For 3 days following 
this they received the same amount of amphogel 
but with magnesium trisilicate added to it. During 
these latter two periods and the 2-day recovery 
period which followed, 24-hour specimens of food, 
urine, and stool were again collected. Inorganic 
phosphorus was determined in a]l specimens by the 
use of modifications of the Fiske-Subba-Row meth- 
od. The total magnesium was determined by the 
molybdivanadate method of Simonsen. Total cal- 
cium determination was made by microtitration 
with potassium permanganate. However, attempts 
to determine stool calcium in the presence of large 
amounts of magnesium were unsuccessful. 

During the period in which magnesium trisilicate 
was administered, there was an increase in the uri- 
nary calcium output. The inorganic phosphorus 
in the urine was decreased from 61 to 81 per cent 
during the period in which amphogel or the am- 
phogel and magnesium were administered. The 
urinary output of magnesium increased during the 
administration of the latter drugs. These studies 
confirmed the reduction in urinary inorganic phos- 
phorus excretion after the administration of alu- 
mina gel. 

In addition to these balance studies, the author 
placed 34 patients who had recurrent urinary cal- 
culi containing phosphate salts as the major com- 
ponent and who also had urinary tract infection 
on a regimen in an attempt to prevent further cal- 
culous formation. The treatment consisted of the 
following: (1) raising the fluid intake; (2) a con- 














stant diet containing 0.6 gm. of calcium, 1.2 gm. 
of phosphorus, and 0.246 gm. of magnesium per 
day; (3) vitamin A concentrate (50,000 units daily 
for the first month and then 25,000 units); and (4) 
amphogel with magnesium trisilicate in doses from 
30 to 45 c.c. four times daily. At monthly intervals 
24-hour urine phosphorus determinations were 
made. Roentgen examinations were made every 
3 months. 

The results of this regimen seemed very gratify- 
ing. No ill effects were noted. In 30 of the 34 pa- 
tients there was no evidence of new stone forma- 
tion. Three of the 4 failures were thought to be 
associated with a lack of co-operation on the part 
of the patient. In 3 of the patients judged as re- 
sponding favorably to treatment, the stones either 
passed or disappeared. In a fourth patient there 
was a marked decrease in stone size. The average 
urinary phosphorus excretion for 24 hours for 19 
patients in the series was 1.012 gm. before treat- 
ment. This fell to an average of 0.451 gm. after 
treatment was instituted. In 10 patients it was 
found that basalgel was even more effective than 
amphogel as a means of reducing phosphorus ex- 
cretion. ' 

The findings with regard to magnesium did not 
conclusively suggest that it was of value in the 
treatment of urinary calculi. However, the author 
advises that an adequate dietary intake of mag- 
nesium be given in all stone-forming patients to 
reduce the excretion of endogenous oxalic acid. 
Joun T. GrayHack, M.D. 




















CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


The Epiphysial Growth in Osgood-Schlatter’s Dis- 
ease (Das Epiphysenwachstum bei der Osgood- 
Schlatterschen Stoerung). R. SEyss and E. Wies- 
NER. Zschr. Orthop., 1951, 80: 623. 


The authors believe that a constitutional dispro- 
portion of the ossification center of the proximal 
tibial epiphysis is the basis for Osgood-Schlatter’s 
disease. 

In all of a series of 14 cases it was found that the 
height of the ossification center was below, and the 
width above, the normal values. In 12 of these cases, 
the same was true for the epiphysis of the distal 
femur. In one case the authors were able to take the 
measurements of all ossification centers, and found 
that the majority of them were smaller than normal. 
In only 3 of the 14 cases had a minor trauma preced- 
ed the development of the disturbance. 

WERNER M. Sotmitz, M.D. 


The Looser-Milkman Syndrome; Occurrence in a 
Case of Idiopathic Steatorrhea. CHRISTOPHER 
StRANG. Brit. J. Surg., 1951, 38: 489. 


The essential lesions of the Looser-Milkman syn- 
drome that distinguish it are bandlike zones of de- 
calcification occurring in normal-looking bone. These 
lesions have been called pseudofractures, as a breach 
in the continuity of bone may apparently be com- 
plete without evident displacement of the bone ends. 
Roentgenologically they show as clear-cut translu- 
cent bands extending transversely or diagonally 
across the long axis of the affected bones. The 
lesions tend to be symmetrical, and trauma may con- 
vert the decalcified bone into a true fracture with 
displacement. Any bone in the skeleton may be in- 
volved. The site of the pseudofracture is probably 
determined by the pull of the muscles and ligaments 
attached to the bone. Gross trauma is not respon- 
sible and the symmetrical distribution of the lesions 
points to stress and strain as the responsible agents 
for the site of the lesions. 

This syndrome is much more common in women 
and only a few cases have been reported in men. 
The most common complaint is pain in some part 
of the skeleton, most commonly the legs, which’ is 
aggravated by weight-bearing, motion, or fatigue. 
Backache is very common. Lesions of the femur 
and pelvis may cause a limp and difficulty in arising 
from a sitting, supine, or kneeling position. 

Physical examination may be quite negative. The 
general health is usually well preserved and there is 
usually no obvious malnutrition. Focal areas of 


tenderness on pressure elicited over the pseudofrac- 
tures may be the only abnormal sign. There is no 
crepitus or abnormal mobility at the site of these 
lesions. Deformity occurs only in advanced cases. 
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The biochemical findings are those associated with 
osteomalacia, a normal or low serum calcium, a low 
serum phosphorus, and at times a slightly raised 
serum alkaline phosphatase. 

The author reports 1 case of this syndrome in a 
patient with steatorrhea. Dramatic response to 
large doses of vitamin D and calcium was seen. 

Epcar L. Ratston, M.D. 


Parosteal Osteoma of Bone: A New Entity. CHARLES 
F. GESCHICKTER and Murray M. CopeELAnp. Ann. 
Surg., 1951, 133: 790. 

This report is a description of 16 cases of what the 
authors consider a new entity in bone tumors and 
which they have named “‘parosteal osteoma.” Case 
reports with excellent illustrations are presented. 

The tumor is considered to be histologically simi- 
lar to myositis ossificans but with a more intimate 
relation to bone and a graver prognosis. It occurs as 
both a benign and malignant lesion. The benign 
phase of this tumor appears to be characterized by 
ossifying fibrous tissue arising in the region of the 
periosteum of a long bone. Instead of becoming 
eburnated and stationary as in the osteomas of mem- 
branous bones, there is a tendency to progressive 
growth, recurrence, and ultimate malignant change. 
The malignant process is akin, in its histology, to 
sclerosing osteogenic sarcoma. This evolution is a 
gradual process extending over a number of years. 
The number of cures obtained by amputation in this 
group is considerably higher than that in other forms 
of bone sarcomas. 

Clinically, parosteal osteomas occur in early adult 
or middle life. They are most apt to occur on the 
shaft of long bones near the metaphyseal region. 
The lower femur, upper fibula and upper humerus 
have been the predominant sites. A hard swelling or 
mass, pain, tenderness, and limitation of motion are 
the common signs and symptoms. Roentgenograms 
reveal an ossifying growth involving the ends of long 
bones with predominant manifestations-in the over- 
lying soft parts. It is discrete and in the early stages 
separates from the underlying skeletal structure in 
most parts with some periosteal reaction. In late 
cases, the tumor seems to envelop the underlying 
bone. The microscopic features of this neoplasm in- 
clude aspects of spongy osteoma, ossifying fibroma 
and cellular fibroma, or low grade fibrosarcoma. A 
variety of forms of osteogenesis is disclosed. The 
histologic picture is described and illustrated. 

The authors believe parosteal osteomas are poten- 
tially malignant lesions. Treatment in the early 
stages should be resection and excision. Amputation 
should be used when recurrence is present. The 
disease recurred in 7 of 13 cases after local excision. 
Four of the patients died from pulmonary metastases 
from 2 to 9 years after local excision, resection, or 
subsequent amputation. 
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The authors believe that this tumor has a primary 
origin in extraosseous connective tissue and that it is 
possibly derived from remnants of the primitive 
limb bud. Donatp C. Gest, M.D. 


Traumatic Lesions of the Muscles as a Result of 
Industrial Accidents; Their Medicolegal Evalu- 
ation (Las lesiones traumaticas de los musculos en 
los infortunios laborativos; su valoracion). FRAN- 
cIscO FERNANDEZ Rozas. Dia méd., B. Air., 1951, 
23: 1360. 

The majority of cases which come to the attention 
of the physician doing industrial work consist of 
rhuscular ruptures. Less frequent are hernias of 
the muscle; however, these lesions occur with suffi- 
cient frequency to render careful distinction between 
the two conditions desirable. The true muscular 
hernia is distinguished from the pseudomuscular 
hernia of rupture particularly by the fact that the 
swelling or tumor tends to regress or even disappear 
with active contraction of the involved muscle. In 
the pseudohernia of rupture, the tumor tends to 
increase in size and consistency with active contrac- 
tion. 

In preparing these cases for trial before the Board 
of Industrial Accidents, the author analyzes three 
elements, the summation of which is to determine 
the total disability: the first of these is the anatomic, 
physical, or morphological element, the second, the 
function or psychical element, and the third, the 
socio-economical element. In considering the total 
or economic incapacity of the patient, the author 
evaluates the type of labor engaged in, the wages 
paid, the total income from the patient’s labor, and 
the ultimate capacity to carry on his occupation. 

With reference to the anatomic element, the au- 
thor considers the injury to be of a mild grade when 
the ruptures are partial, the diastasis is small, and 
when the tumor is easily brought to regression or 
disappearance with simple repose, immobilization, 
and subsequent physical methods of therapy. An 
example of a moderately severe grade of lesion would 
be one in which rupture of the muscle is evident, and 
the diastasis marked. In the hernia of muscle, there 
is present a thickened aponeurotic ring about the 
aperture through which the muscle protrudes. Such 
cases will require surgical intervention. The severe 
case is one in which there is a marked transverse 
sulcus between the two stumps of the totally rup- 
tured muscle, with perhaps fibrotic process of repara- 
tion; or there will be present in the hernia a total 
dehiscence of the aponeurotic covering. Such cases 
are, of course, surgical and are prone to recurrence 
following operation. 

The author assigns definite percentages of in- 
capacitation to these different grades of severity of 
the lesion. The injured member in the mild case is 
considered as having a permanent disability of ap- 
proximately 20 per cent (12 per cent total disability) ; 
for the moderately severe case the local disability is 
set at 40 per cent (24 per cent total disability); for 
the severe cases the disability of the affected mem- 





ber may reach 60 per cent or more (total disability 
26 per cent). 

The afore-outlined estimative process is carried 
through in much the same way for the other ele- 
ments entering into the evaluation of total incapa- 
city, and the average values obtained in this manner 
form the basis for arriving at the final figure. Of 
course, the total evaluation also takes into account 
the clinical symptoms, the surgical and roent- 
genologic findings, and a careful general examination 
of the injured patient. 

Four brief case histories are appended. All of the 
patients were males and all were over 40 years of 
age. One of these patients suffered a partial rupture 
of the right biceps (local disability, 20 per cent). A 
second case was that of a baker who suffered a par- 
tial rupture of the right biceps while attempting to 
lift a container of flour (disability of right arm, 20 
per cent). The third case was that of a 69 year old 
cook who suffered a rupture of the left biceps while 
lifting a grill. An operation was done, the hernia 
being secondary to this operation. Loca] incapacita- 
tion was reckoned at 4o per cent and total disability 
at 24 per cent. The fourth report concerned a 53 
year old stevedore who suffered a partial rupture of 
the right biceps while attempting to lift a heavy ob- 
ject. The local disability to the left arm was evalu- 
ated at 30 per cent. Joun W. BRENNAN, M.D. 


Chondromas and Chondrosarcomas of the Scapula 
and the Innominate Bone. RatpH K. GHorm- 
LEY. Arch. Surg., 1951, 63: 48. 


The chondroma in its pure form without any 
osseous cells may be one of the most troublesome of 
bone tumors. Because of its very cellular nature, its 
occasional failure to be revealed in roentgenograms, 
and its tendency to extend locally beyond borders 
which are at best not easily discerned on macroscopic 
inspection, it becomes a difficult tumor to manage 
surgically. At times some areas of these tumors may 
be undergoing malignant change while others ap- 
pear benign. There is a widespread belief that some 
of these tumors, apparently benign when first seen, 
may actually undergo malignant degeneration. 

Many of these tumors are true osteochondromas 
with well formed pedicles which can be cut through 
and surgical excision thus satisfactorily completed. 
However, that group of chondromas in which one 
finds pure cartilaginous tissue become a much more 
difficult problem, mainly because of the difficulty 
one encounters in determining the true extent of the 
lesions either by roentgenographic examination or by 
direct inspection of the bone at the time of opera- 
tion. Such tumors may become rather widespread 
throughout cancellous bone before they are recog- 
nizable in roentgenograms. 

The symptoms, too, may vary markedly. Often, 
when the tumor is small, little is noted in the way of 
symptoms except mild pain which occurs occasion- 
ally. Should the tumor expand in a confined area, 
pain may become rather steady and at times may 
be very distressing. 
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Many surgeons are content with curettement of 
the lesion, not being sure that all of the tumor is re- 
moved. It has been suggested but not proved that 
surgical interference without complete removal of 
the tumor only stimulates the tumor to more rapid 
growth. 

The author believes that, although biopsy may be 
justifiable in cases of this type of tumor, the surgeon 
in planning his operation should contemplate com- 
plete extirpation of the tumor at the time of the first 
operation. When widely and completely removed, 
this type of tumor, if benign, will rarely, if ever, 
recur. Such removal means a wide resection or, if 
possible, complete excision of the bone involved. 
Even amputation may be justified in some such 
cases, although it is admittedly hard to convince 
the patient of the necessity of such a procedure. 

It has seemed to the author that, even in cases in 
which a hind-quarter amputation has been done and 
the tumor has recurred, the terminal stages were less 
distressing and troublesome than they were in cases 
in which the tumor had caused a clinical picture such 
as that described previously. It is such a terminal 
state as this that has led him to the conviction that 
treatment of this type of tumor should be early and 
wide removal of the involved portion of bone, even 
if this necessitates removal of the entire bone, or, in 
cases of involvement of the innominate bone, hind- 
quarter amputation, if necessary. 

Roentgen therapy has little to offer patients who 
have chondromas or chondrosarcomas. In fact, it 
may result in such skin changes as to make ade- 
quate operation much more difficult. 

It is the author’s conviction that the patients 
should be treated by a radical type of operation even 
when the lesion is first discovered. Of course, in 
cases in which wide excision is possible it may be 
carried out, but the author is convinced that curette- 
ment and minimal types of excision should not be 
done. In the long run, the patient will have been 
better served by a more extensive procedure. Again, 
the prolonged morbidity that the patient has to face 
when the growth progresses beyond surgical inter- 
vention leads the author to stress this point. 


Stenosing Tendovaginitis at the Radial Styloid 
Process (DeQuervain’s Disease). ArtTHUR H. 
STEIN, JR., RoBerRT H. Ramsey, and J. ALBERT 
Key. Arch. Surg., 1951, 63: 216. 


DeQuervain, in 1895, described a painful condition 
of the wrist localized in the region of the radial 
styloid. The malady was found to be a stenosing 
tendovaginitis of the most lateral osteofibrous canal 
on the dorsum of the distal end of the radius through 
which the extensor pollicis brevis and abductor 
pollicis longus tendons pass. This article is the re- 
port of a study of 20 cases of this condition treated 
by the authors, with a discussion of the anatomy, 
etiology, pathology, symptomatology, and treatment. 

The extensor pollicis brevis and abductor pollicis 
longus tendons pass through a common osteofibrous 
canal which is the one most lateral on the dorsal sur- 
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face of the distal end of the radius. The authors find 
that in a large proportion of patients the abductor 
pollicis longus tendon is divided into two or more 
parts within, just proximal to or just distal to this 
osteofibrous canal. In a small number of cases the 
extensor pollicis brevis tendon divided into two 
parts and in a few cases both tendons lay in separate 
osteofibrous canals. 

The cause is considered by most observers to be 
chronic recurrent mild trauma. Trauma directly to 
the wrist may be a factor. The occurrence of the 
lesion in middle-aged women and at times in both 
wrists suggests a possible constitutional predis- 
position. 

The authors thoroughly discuss the pathologic 
process and present excellent illustrations of the 
microscopic findings. Essentially, the pathologic 
picture is that of degeneration followed by prolifera- 
tion and increased vascularity in the tissues of the 
roof of the canal and the sheaths of the tendons. 
Whether the proliferative changes are primary is 
not known. 

Stenosing tendovaginitis in this location is most 
common in middle-aged women and usually is in- 
sidious in onset. Pain in the region of the radial 
styloid is the most prominent symptom. Local 
swelling and thickening are often present. If the 
thumb is held in the palm of the hand by flexing the 
fingers, ulnar deviation will cause severe pain. This 
is a characteristic finding. X-ray examination should 
be done but it seldom shows anything of note. 

Treatment has consisted of immobilization in a 
cast, x-ray therapy, or surgical interference. The 
last consists in incision and removal of the roof of 
the osteofibrous canal. Operation was done in 18 of 
the 20 cases studied, with excellent results. Other 
methods of treatment mentioned were not usually 
successful. Donatp C. Geist, M.D. 


The Cause of Partial Atrophy of the Thenar Emi- 
nence of the Thumb (Zur Aetiologie der partiellen 
Daumenballenatrophie). W. GRONEMEYER. Deut. 
med. Wschr., 1951, 76: 857. 


Isolated partial atrophy of the thumb thenar, 
especially of the radial portion, has been described 
as a disturbance sui generis, and various theories 
have been advanced as to its pathogenesis. In a 
series of 20 cases, the author was able to show that 
atrophy of the abductor pollicis brevis and op- 
ponens pollicis muscles is caused by chronic osteo- 
arthritis of the cervical vertebrae. X-ray examina- 
tions revealed narrowing of the intervertebral fora- 
mina which, in turn, produced spinal root compres- 
sion at the sixth and seventh cervical vertebrae. 

Anamnestic studies showed that all of these pa- 
tients had suffered, at one time or another, from 
neuralgic pains in the neck, shoulder, or arm. At 
the time, the complaints were diagnosed as rheu- 
matism of the shoulder, brachialgia, and plexus 
neuritis. 

Examination of skin sensibility showed different 
results, depending upon the stage in which the pa- 
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tients were examined. During the stage of acute 
pains a definite hypesthesia was found in the area 
supplied by the sensible nerves at the sixth and 
seventh cervical vertebrae. This includes the area 
of the lower third of the radius, the thumb, and the 
radial aspect of the index finger. 

In 14 cases, the abductor pollicis brevis and op- 
ponens pollicis muscles alone were affected; in 6 
cases other muscles, either of the hand or of the 
shoulder and arm, were involved too. The atrophy 
was accompanied by a marked loss of tonus and fre- 
quent fibrillations. Motor disturbances are less con- 
spicuous as other muscles vicariously perform the 
function of the paretic muscles. However, a weak- 
ness of pronation caused by paresis of the pronator 
teres was present in most cases. This muscle is sup- 
plied by the same segment as the involved thumb 
muscles. 

Clinical examination of the cervical spine re- 
vealed isolated tenderness on percussion of the sixth 
and seventh cervical spinal processes, as well as 
pains on extreme movements of the neck. 

Radiography, especially the anteroposterior tomo- 
gram, showed narrowing of the intervertebral discs, 
particularly the fifth and sixth. The posterior bor- 
ders of the vertebral bodies close up on each other, 
thus producing a dishlike or potlike appearance of 
the vertebrae. 

Contrary to the views of other writers, the author 
concludes that partial atrophy of the thenar emi- 
nence is not an idiopathic disturbance of unknown 
origin, but the sequel of a spondylarthrosis of the 
fifth and sixth cervical vertebrae and the correspond- 
ing intervertebral discs. At the same time his find- 
ings prove that the opponens and abductor brevis 
muscles are innervated by the sixth and seventh 
cervical spinal nerves only. 

WERNER M. Sormitz, M.D. 


Operative Approaches to the Ankle Joint. Paut C. 
Cotonna and Epcar L. Ratston. Am. J. Surg., 
1951, 82: 44. 

The authors point out that there are numerous 
approaches to the parts of the ankle joint and that 
various lesions in this region will determine which 
may be the best under the circumstances. The im- 
portant anatomical structures of the part are dis- 
cussed. Incisions are generally described under four 
groups: (1) anterior approach, (2) posterior approach, 
(3) lateral approach, (4) medial approach. 

The anterior approach probably enjoys the great- 
est popularity as it gives wide exposure to a greater 
part of the ankle joint. The limitations of this ap- 
proach are discussed. 

The posterior approach to the ankle joint and 
posterior portion of the tibia has been used chiefly 
for stabilizing operations about the ankle joint and 
to replace the fracture of the posterior lip. 

Lateral and medial approaches have been used 
chiefly to approach a respective malleolus but at cer- 
tain times have been designed to expose the struc- 
tures of the ankle joint itself. The best known of 





these is the Kocher incision. The medial approach 
has also been used to gain access to the ankle joint, 
but in general is not considered to give as good an 
exposure as the anterior or lateral approach. The 
medial approach may be used also to expose a dis- 
placed posterior lip fragment of the tibia. 

For drainage of the joint the incision most com- 
monly advocated is the posterolateral incision made 
just lateral to the Achilles tendon where entrance is 
easily gained without danger to any vital anatomical 
structure. EpGar L. Ratston, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Hemipelvectomy for Tumors of Bone. Report of 14 
Cases. BraptEy L. CoLtey, Norman L. Hicin- 
BOTHAM, and CLAUDE RomiEv. Am. J. Sirg., 1951, 
82: 27. 

This article constitutes a report of 14 cases of bone 
tumors treated successfully by hemipelvectomy. 
Three patients had osteogenic sarcomas and 11 had 
chondrosarcomas. There was no operative mortal- 
ity. 

The average age was 45 years and 12 of the 
patients were males. The tumor was located in the 
proximal femur in 3, in the ilium in 9g, and in the 
pubis in 2 patients. Only 3 of the patients had not 
had previous treatment of some sort. 

In the preoperative care, correction of the defects 
in blood volume and hemoglobin is quite necessary, 
blood being needed in amounts of 500 to 1,500 C.c. 
before operation. A high protein, high caloric, and 
high vitamin diet was used. A-wide area of skin prep- 
aration from the costal area to the knees on both 
sides was used. Sulfasuxidine is given by mouth, 
and penicillin and the insertion of an indwelling 
Foley catheter are important. 

Certain important points regarding the technique 
are stressed rather than that a complete description 
of the technique is given. The patient is managed so 
that only one shift in position is necessary. The 
symphysis pubis is separated with the scalpel and 
osteotome. Hemostasis is most important and the 
authors prefer to ligate the external iliac artery and 
occlude the internal iliac with a clamp. The clamp is 
not removed until the limb is amputated and other 
arterial branches are ligated. A cigarette drain is 
placed at each angle of the incision. These drains are 
removed late in the postoperative course. 

Blood transfusions wi from 500 to 2,000 C.C. 
are often needed in the first postoperative week. 
Abdominal distention requires Wangensteen suc- 
tion, delayed oral alimentation, the rectal tube, and 
the use of prostigmine. An indwelling catheter with 
tidal irrigation is frequently used. Ambulation is 
begun on the second to fourth days. Wound dressing 
is not done until late, usually the seventh day after 
operation. 

Complications in the form of necrosis of the pos- 
terior flap and persistent drainage are troublesome. 
In no instance were they of serious character and 
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only 3 patients required skin grafting. Pulmonary 
complications are frequent and occurred in 5 of the 
14 patients. Persistent sinus and residual abscess 
are alsoimportant. Nine patients had sinuses lasting 
from 1 to 3 months, and in several patients abscesses 
had to be opened and drained. 

Case reports are presented. Results in patients 
with osteogenic sarcoma were poor. All patients died 
after survival periods of from 5 to 26 months. The 
authors doubt the wisdom of hemipelvectomy for 
these patients. In the chondrosarcoma group, 8 pa- 
tients are living and 3 are dead. Survival periods in 
these were from 2 to 50 months. The authors con- 
clude that hemipelvectomy is definitely worth while 
in selected patients. Donatp C. Geist, M.D. 


The Treatment of Habitual Shoulder Dislocation 
(Sur le traitement de la luxation récidivante de 
Pépaule). R. MERLE D’Ausicné, J. CaucHorx, and 
E. ALKALAY. Rev. chir. orthop., Par., 1951, 37: 119. 


This study is based on 22 observations made dur- 
ing the past 4 years. For capsular lesions the deltoid- 
pectoral approach was used; the subscapularis in- 
sertion was isolated, brought under tension by ex- 
ternal rotation of the arm, and the detached fibers 
were sutured. In some cases capsular distention was 
noticed. However, these lesions are of less impor- 
tance than the detachment of the glenoid-capsular 
section described by Broca and Hartmann in 1890 
and which was present in from 80 to 100 per cent of 
the cases. 

Bankart, since 1923, has again stressed the neces- 
sity of repairing the glenoid-capsular lesion. The 
bone lesion, characterized by a vertical posterior 
groove, is found in from 50 to 80 per cent of the 
cases and can be demonstrated with the x-rays by 
centering the tube vertically with the arm in go 
degrees abduction and 30 degrees external rotation. 
This, however, is not the primary cause of the dis- 
location. Most cases are due to trauma and only 
those in which no detachment is found can be 
attributed to a lax capsule. 

In addition to the Bankart procedure, which is 
superior to all other previously used methods, the 
author describes shortening of the subscapularis 
insertion by osteotomy of the coracoid process, 
which results in restriction of external rotation. The 
Nicola operation has been discarded because of a 
30 per cent recurrence rate. The difficulty with the 
Bankart operation is the requirement of special 
instruments to overcome technical obstacles. 

Ernest H. BetrmMann, M.D. 


Restoring Flexion to the Paralytic Elbow. STERLING 
BuNNELL. J. Bone Surg., 1951, 33-A: 566. 


Five methods are available for restoring flexion to 
the paralytic elbow: (1) Steindler’s operation (trans- 
fer of the epicondylar flexors), (2) a modification of 
Steindler’s operation which makes some supination 
possible, (3) transfer of the triceps muscle, (4) trans- 
fer of the pectoral muscle, and (5) transfer of the 
sternocleidomastoid muscle. 


The technical details of each of the above proce- 
dures are discussed, and the indications and limita- 
tions of each are pointed out both by the author and 
in the discussion of this article. 

The operations are shown diagrammatically and 
illustrations of the end results are reproduced. 

Epcar L. Ratston, M.D. 


Paralysis of the Opponens Muscle of the Thumb; 
Its Treatment by the Method of Royle, as 
Modified by Thompson (La pardlisis del oponente 
del pulgar; su tratamiento por la técnica de Royle- 
Thompson). Luis ALBERTO GONZALEZ. Rev. ortop. 
traumat., B. Air., 1951, 20: 242. 


Five cases of operative amelioration of a frequent 
sequel to anterior poliomyelitis are reported. The iso- 
lated paralysis of the opponens pollicis muscle is 
ascribed by the author to the paucity of motor cells 
in the anterior horn of the cord activating that por- 
tion of the origin of the median nerve which supplies 
this muscle. Thus the loss of cells (not more serious 
than that for other neighboring muscles of the hand) 
might result disastrously in the matter of muscle 
function. 

The peculiar loss of pronating and oppositiona: 
power of the thumb deprived of the functioning of 
this muscle results in the inability to grasp and hold 
small objects and grasp securely the heavier ones. 

Although the technique used by the author is not 
essentially different from the Royle-Thompson 
method of operation, a short description of the per- 
sonal method is perhaps not out of place. The author 
cuts the two slips of the flexor digitorum sublimus at 
their points of attachment to the base of the first 
metacarpal bone of the ring finger. This stump of 
tendon is then brought out through a second incision 
beneath, and towards the medial attachment of the 
palmaris brevis muscle; here it is important to re- 
member that this incision be placed about 1 cm. 
distal 10 the lower border of the transverse carpal 
ligament. 

The stump of tendon is then led through a canal 
burrowed through the connective tissue of the palm 
to the thenar eminence. At this place a third incision 
exposes the distal end of the first metacarpal and the 
proximal end of the basal phalanx of the thumb. The 
tendon stump is then led out of this last incision and 
attached to the lateral and dorsal surfaces of the 
basal phalanx of the thumb. The reason for the 
choice of this particular place for the attachment of 
the tendon is the desire to reinforce, as much as 
possible, the pronative and oppositional movements 
of this member. 

Of the 5 patients operated upon by this technique, 
photographs of 3 have been appended to show the 
ultimate functional results. In 3 of these patients the 
results were very good; the movement of opposition 
can be accomplished with abundant force. One of 
these patients was 50 years of age. In 1 patient the 
paralysis was bilateral. 

In the remaining 2 patients the results were suff- 
ciently good, so that they now express satisfaction 
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Fig. 1 (Lange). M.S., 20 years of age with poliomyelitic 
scoliosis, operated on April 3, 1950; control picture was 
taken March 1, 1951. Increase of length amounted to 6 cm. 


with the new functioning organ and are grateful for 
the help represented by the new ability in the use of 
the hand. 

A word of caution is given with reference to the 
necessity for not neglecting physiotherapy during the 
preoperative period; a perfect operative result will 
not be of much benefit in the presence of stiff, or 
atrophic, joints and joint capsules. 

The operation is recommended because of its 
efficiency and simplicity. Joun W. Brennan, M.D. 


The Problem of Surgical Treatment of Scoliosis 
(Zum Problem der operativen Behandlung der 
Skoliose). Max LANGE. Zschr. Orthop., 1951, 81: 
179. 

The author discusses different methods of surgical 
treatment of scoliosis and reports on a series of 20 
cases of his own observation. 

Operations with the purpose of ankylosing a part 
of the spine have been done originally in Pott’s 
disease only. However, lately, especially in the 
United States, this procedure has been used with 
great success in scoliosis, especially that of paralytic 
origin. 

Treatment of many weeks’ duration by means of a 
body cast and physiotherapy should precede the 
operation in order to correct the vicious curvature 
as much as possible. The turnbuckle jacket cast is 
quite useful; this is a two-piece body cast which 
permits correction of the scoliosis by gradually in- 
creasing pressure. 

It is always difficult to decide how large a part of 
the spine should be ankylosed. If too few vertebrae 
are included in the operation there is danger of 
recurrence. On the other hand, the ankylosis should 
be limited to the area of the primary curvature. 
Whether the adjoining vertebrae of the compensa- 
tory curvature should be included is a moot question. 
The author includes one vertebra below the begin- 
ning of the main curvature but does not go beyond 
the end of the scoliosis superiorly in order to assure 





Fig. 2. (Lange). Clinical picture of patient in Fig. 1, 
a, before operation; b, 1 year after operation. 


compensatory straightening and not to impede 
growth. He uses the following technique: 

On the concave aspect of the scoliosis the spinous 
processes and the vertebral arches are exposed and 
lamellae of the bone are pared off the surfaces. The 
bone chips thus prepared are used to form the bed 
into which a flexible bone graft, taken from the tibia, 
is placed. True ossification is accomplished within 
4 to 6 months with this procedure. 

After the operation the patient is put in a body 
cast for 3 to 4 months, and then he wears a plaster 
corset for another 3 to 6 months. 

The author performed this operation on a series 
of 20 patients between 15 and 30 years of age. In 
contrast to the majority of American orthopedists, 
he believes that it is better to wait with the opera- 
tion until the growth of the vertebral column is 
terminated. 

The results were very satisfactory. The increase of 
over-all length of the trunk ranged from 3 to 4 cm. 
on the average; in some cases it was between 5§ and 
6 cm. The cosmetic improvement was very marked. 

WERNER M. Sotmitz, M.D. 


Some Remarks in Reference to the Arthrodesis of 
the Hip (Quelques remarques a propos de l’arthro- 
dése de la hanche). H. W. Wouters. Rev. chir. 
orthop., Par., 1951, 37: 190. 

Arthrodesis of the hip is indicated in cases in 
which the joint has been destroyed by infection. It 
is better by far to fuse a joint in which the infection 
has been cleared up than to take the chance with an 
arthroplasty and possibly stir up an old infection. 

Arthrodesis to eliminate pain in a hip is an excel- 
lent operation. Contraindications to hip fusion are 
ankylosis of the other hip and existing fusion of the 
knee on the same side. A deforming arthritis of the 
spine is also a definite contraindication to fusion of 
the hip. 

Neurectomy of the sensory portions of the sciatic, 
femoral, and obturatory nerves in combination with 
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lumbar sympathetic blocks was successful in less 
than 70 per cent of the cases. In post-poliomyelitic 
paralysis, an arthroplasty is preferable to an arthro- 
desis because these patients usually earn their liveli- 
hood in some sedentary employment, and a mobile 
hip is an advantage. 

Watson Jones suggested the use of a large nail to 
accomplish fusion of the hip, but this is not too re- 
liable. After removal of the plaster cast, very often 
slight motion in the hip joint persists and causes a 
great deal of pain. A combination of extra-articular 
and intra-articular fusion produces the best results. 
The cartilage is removed from both the head and the 
acetabulum and the bone graft is used to bridge both 
bones. If necessary, a subtrochanteric osteotomy 
can be done at the same time. The last mentioned 
procedure was performed by Kofman about 20 years 
ago. The change of the weight-bearing axis by means 
of subtrochanteric osteotomy very often assures solid 
fusion of the hip joint. The juxta-articular fusion is 
not as well tolerated as the previously mentioned 
procedure. 

Perarticular fusion is used in tuberculosis. Brit- 
tain suggested the method of ischiofemoral arthro- 
desis; the patient is bedridden about 9 months. In 
recent publications, Brittain has indicated that the 
operation had to be re-done on several occasions. In 
1948, Brittain’s operation was modified by the 
author. A longitudinal incision, about 8 cm. long, 
was made over the lateral aspect of the thigh, and a 
Steinmann pin was introduced into the femur and 
forced into the ischium about 1 centimeter deep. 
Using the Steinmann pin as a guide, the metal rod is 
pierced into the ischium through the femoral shaft, 
causing a hole about 8 mm. in diameter. The metal 
instrument is then withdrawn and a bone graft taken 
from the tibia or the iliac crest is introduced. The 
author prefers a graft taken from the contralateral 
leg because the disease causes an osteoporosis of the 
ipsilateral side while the unaffected leg remains 
healthy and strong. Postoperatively, the patient is 
immobilized in a plaster cast. Brittain has modified 
the original Trumble method. Injuries to the sciatic 
nerve, hemorrhage caused by a torn obturator artery 
or circumflex femoral artery are cited as possible 
operative complications. | Grorce I. Reiss, M.D. 


The Correction of Inequality of Length of the Lower 
Extremities. Ivar PALMER. Acta chir. scand., 1951, 
IOI: 179. 


Two cases of inequality of length of the lower ex- 
tremities are reported. The first was that of a boy 
of 19 years of age who had a 6 cm. shortening of the 
right femur. In this instance the left femur was 
shortened 2% cm. surgically by the removal of a 214 
cm. cylindrical portion with the aid of a Gigli saw. 
A medullary nail was then inserted across the line of 
fracture. The right femur then was divided in its 
proximal portion by means of a Gigli saw. The tis- 
sues were manually extended and the 2)4 cm. cy- 
lindrical piece of bone taken from the left femur was 
placed in the defect of the right femur and again a 
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medullary nail was driven across the fracture lines. 
The areas around the osteotomies were packed with 
bone chips from the crest of the ilium. The patient 
was allowed to sit up after 12 weeks. One month 
later he was walking. The graft healed in place 
without absorption or shortening. 

In the second case the patient was a woman 26 
years of age. The right femur was 18 cm. shorter 
than the left. A similar procedure was carried out; 
the left femur was shortened 3 cm. and the right 
femur was lengthened 214 cm. Weight-bearing 
started 14 weeks postoperatively. Serial roent- 
genograms showed the graft being held in place 
without shortening or absorption. 

RICHARD J. BENNETT, M.D. 


FRACTURES AND DISLOCATIONS 


Fractures of the Scapula and Their Sequelae (Sulle 
fratture della scapola and loro esiti). G. BATTISTA 
BENEDETTI. Arch. chir. ortop. med., 1951, 16: 161. 


Twenty-one scapular injuries in a total of 1,869 
fracture cases form the material for this report. In 
a total of 427 shoulder injuries, fractures comprised 
335 (78.7 per cent). The scapular breaks made up 
approximately 6 per cent of this last number. In- 
cluded were 1 fracture of the anatomical neck; 4 
fractures involved the glenoid cavity, 3 the acro- 
mion; 1 fracture each involved the coracoid process, 
the surgical neck, and the supraspinous fossa; 18 
fractures involved the infraspinous fossa and 2 in- 
volved the spinous process itself. In 1 instance the 
break involved the inferior angle. There were 4 
instances of multiple fractures. In 11 of the patients 
there was only 1 fracture line; 7 patients exhibited 
additional breaks (8 ribs, 3 clavicles), and in 3 there 
Ia) luxation (1 humeroscapular, 2 acromioclavicu- 
lar). 

Just as in the matter of classification, the com- 
plexity of anatomical structure and the direction, 
length, and number of the fracture lines render the 
laying down of a rigidly standardized method of 
treatment difficult or impossible. A simple bandag- 
ing with the upper arm of the involved side held in 
adduction and interna] rotation and with the elbow 
joint flexed at go degrees, was used in 1 instance of 
acromial fracture, in 1 instance of fracture involving 
the spinous process and the glenoid cavity, and in 5 
instances of infraspinous fracture. The dressing was 
left in place for approximately 20 days. 

Another method involved the use of the thoraco- 
brachial plaster cast. This dressing maintained the 
upper arm on the involved side in an abduction of 
35 degrees, an anteposition of 25 degrees, and a mild 
degree of external rotation with the forearm flexed 
at 9o degrees; the opposite shoulder was left free. 
This form of immobilization was applied in 10 
instances, being especially preferred for multiple 
fracture lines with diastasis of the fragments. Five 
of these cases were examples of infraspinous break 
(in 1 instance there was a concomitant break of the 
ulna and of the clavicle), 4 were examples of multiple 
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fractures (3 of these involved the glenoid cavity), 
and 1 case was a fracture of the acromion. The 
dressing was left in place for 30 days, as a rule. 

In 1 patient with fracture of the surgical neck of 
the scapula accompanied by medial and upward dis- 
placement of the glenoid cavity and fracture in the 
external third of the clavicle a Kirschner wire was 
passed through the acromion and traction was ap- 
plied through a stirrup. 

In the evaluation of the results, both immediate 
and at a later date, it was found that in addition to 
the disability attributable to the faulty healing, or 
lack of healing, of the fracture itself there was a 
considerable component of disability resulting from 
muscular atrophy. Some of this muscular atrophy 
and impotence could, of course, be referred to in- 
juries of the nerves and blood vessels; however, a 
large portion, perhaps the greater portion, of the 
atrophy had to be attributed to direct injury of the 
muscles themselves. This assumption was supported 
by the fact that there seemed to be no ascertainable 
relationship between the degree of muscular atrophy 
and the gravity of the bone lesions. 

Be this as it may, however, both the muscular 
atrophies and the disability resulting from the frac- 
ture healing seemed less severe when the patients 
were treated with the thoracobrachial cast, and the 
author recommends this form of treatment even in 
the cases in which the trauma seems to be limited 
to the soft parts. Joun W. BRENNAN, M.D. 


Operation for Habitual Dislocation of the Elbow. 
O. Kapet. J. Bone Surg., 1951, 33-A: 707. 


Two cases of true posterior recurrent dislocation 
of the elbow are reported upon by the author. 
Habitual dislocation in the elbow is a rare disa- 
bility, in marked contrast to the frequent occur- 
rence of this condition in the shoulder and patella. 

The pathogenesis of these recurrent posterior 
dislocations in the author’s cases, as well as in the 
few cases reported in the literature, seems to de- 
pend on certain common features: (1) traumatic 
origin, (2) a shallow trochlear notch, and (3) an old 
avulsion fracture of the lateral epicondyle. 

Ligamentous laxity was noted clinically. Physi- 
cal examination revealed definite lateral mobility 
upon extension of the forearm. One should be alert, 
therefore, to the possibility of habitual elbow dis- 
location following the injury which produces an 
avulsion fracture of the epicondyle with resulting 
ligamentous laxity. This is true especially if the 
roentgenogram reveals a shallow semilunar notch. 

Successful surgical treatment was undertaken in 
1 case, and the author reports it in moderate detail. 
Under general anesthesia, two incisions were made, 
one anterior and one posterior. First of all, the 
biceps tendon was identified and was split longi- 
tudinally to mobilize a portion of the muscle. A 
hole was drilled in the thin lamina of bone separat- 
ing the coronoid and olecranon fossae of the hu- 
merus. The free strip of biceps muscle was then 
pulled through the substance of the brachialis mus- 
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cle through the hole in the lamina of bone and into 
the posterior incision. Here it was sutured to the 
tip of the olecranon and the tendon of the triceps 
with the elbow at go degrees of flexion. Similarly, 
a strip from the center of the triceps muscle, ap- 
proximately 1o cm. in length by 1 cm. in diameter, 
was freed proximally and left attached distally. 
The strip was mobilized and pulled through the 
same hole in the bone in the opposite or anterior 
direction and was then sutured to the coronoid 
process or the deep fibers of the brachialis muscle, 
still with the elbow at go degrees of flexion. Post- 
operatively, the elbow was immobilized in flexion 
at go degrees in a plaster of paris cast for a total of 
6 weeks. Mobilization was instituted gradually, 
and after 3 weeks of physiotherapy, the patient 
had full flexion and also extension to 134 degrees. 
The elbow is entirely stable. Prior to the operation, 
the patient had been unable to do manual work of 
any kind. Postoperative follow-up after 7 years re- 
vealed that he had continued to work and had no 
recurrence of the subluxation of the left elbow. 
KENNETH SHERMAN, M.D. 


Luxation of the Distal Radioulnar Joint. ARNE 
BIRCH-JENSEN. Acta chir. scand., 1951, 101: 312. 


The world’s literature contains a total of approxi- 
mately roo cases of luxation of the distal radioulnar 
joint, 60 of the dorsal, and 40 of the volar type. 
Both types of luxation are rather characteristic; in 
volar luxation the wrist is much narrower than 
normal and a depression on the dorsal aspect of the 
hand is found in the site where the ulna otherwise 
projects. No cases of habitual dorsal luxation have 
been reported, but about 20 such volar luxations are 
on record. The habitual luxation is disclosed when 
the patient turns the hand from the midposition into 
extreme supination when suddenly a cracking sound 
is heard; the ulna is seen and felt to slip volarly to 
the radius, and the wrist then displays a typical volar 
luxation. If the hand is turned back to the midposi- 
tion another cracking sound is heard; the ulna slips 
back into its usual place and the hand then, as be- 
fore, has a completely normal appearance. 

Volar luxation habitually occurs in rare cases. Op- 
erative methods employed in habitual volar luxation 
are reviewed. The case of a patient treated with 
suture of the dorsal radioulnar ligaments and the 
collateral ligaments on the ulnar side is reported. 
Uncomplicated volar luxation is reduced by slight 
dorsal pressure on the ulna. 

The author had occasion to treat 2 cases of uncom- 
plicated luxation of the distal radioulnar joint. In 
most cases on record the treatment has been easy, 
which may be supposed to indicate that only a few 
ligaments have been ruptured. By the exertion of 
vigorous pressure on the ulna and corresponding 
counter pressure on the radius it has generally been 
possible to reduce the luxation. 

Complicated luxation of the distal radioulnar 
joints (luxation of the ulna associated with fracture 
of the radius) is by no means a rare lesion, but in 
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the majority of cases it may be supposed to pass 
undiagnosed because the luxation is generally re- 
duced simultaneously with the fracture. The diag- 
nosis is therefore established only in cases in which 
the ligaments have been injured to such an extent 
that the ulna cannot be kept in its anatomical place. 
During supination which is forced, a vigorous strain 
is placed upon the triangular ligament, usually with 
the result that the styloid process of the ulna is torn 
off; the circular and collateral ligaments are injured, 
and a luxation may then easily occur. 

A rare lesion of the radial epiphysis with secondary 
luxation of the distal radioulnar joint occurs in pa- 
tients who during the period of growth have sus- 
tained a trauma to the radial epiphysis; apparently 
there is no discomfort after the trauma, but during 
the next few years an inhibited growth of the radius 
is observed. The normally growing ulna will grad- 
ually luxate dorsally and at the same time displace 
the ulnar carpal bones distally. At a certain con- 
junction the level displacement between the distal 
parts of the radius and ulna will become so pro- 
nounced that the triangular ligament and possibly 
also some of the other ligaments will tear. This par- 
ticular lesion was best treated with resection of a 
suitable portion of the ulna. 

C. FRED GOERINGER, M.D. 


Continuous Traction in Closed Fractures of the 
Dorsolumbar Spine with Paraplegia (L’extension 
continue dans les fractures fermées du rachis dorso- 
lombaire avec paraplégie). J. M. BONVALLET. Sem. 
hép. Paris, 1951, 27: 2333- 

Paraplegias after fracture of the vertebrae are 
usually considered as being irreversible if they persist 
for more than 48 hours after the injury. The present 
trend of treatment is away from early surgery; im- 
mediate laminectomy is indicated only when the 
compression of the medulla is caused by an isolated 
fragment of the vertebral body or the posterior arch. 
Except in these rare cases, laminectomy involves 
several disadvantages and risks: it enfeebles the 
solidity of the vertebral column and its muscles, 
. - not contribute to reduction, and it may cause 
shock. 

Compression is frequently exerted between the 
superior posterior corner of the adjacent lower verte- 
bra and the inferior border of the arch of the adjacent 
upper vertebra. In these cases early reduction of the 
fracture will free the medulla, and the paraplegia will 
disappear. 

The author describes a method of reduction and 
simultaneous immobilization by continuous traction 
in a position of hyperlordosis. This method is in- 
dicated in dorsal and lumbar fractures with para- 
plegia if a marked displacement of the fractured 
bones is present. 

The patient, in the supine position, is put on a 
padded belt at the level of the fracture. The belt is 
elevated by a pulley above the level of the mattress. 
Under local anesthesia two short incisions are made 
over the center of the parietal bones, 6 cm. below 
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Fig. 1 (Bonvallet). 


the median line. A hole is drilled into the external 
table of the bone, and a Ritchfield stirrup is inserted 
and connected with a pulley at the head of the bed. 
The counterextension is exerted by way of two cal- 
caneus nails. The weight necessary for the traction 
depends on the strength of the musculature of the 
patient and may reach 10 or 15 kgm., or even more. 
The patient remains in this combination of traction 
and hyperlordosis for 2 or 3 weeks. 

The author reports only 1 case in which this 
method was employed successfully. After a crush- 
ing fracture of Lz with complete paraplegia, traction 
was applied immediately, and the paraplegia sub- 
sided within 48 hours. WERNER M. Sotmitz, M.D. 


Traumatic Dislocation of the Hip; A Survey of 204 
Cases Covering a Period of 21 Years. VERNON P. 
THOMPSON and HERMAN C. Epstein. J. Bone. Surg., 
1951, 33-A: 746. 

The authors report on some 204 patients with dis- 
locations of the hip treated in the Los Angeles Coun- 
ty Hospital during the 21-year period from July, 
1928 to July, 1949. There was 1 anterior dislocation 
for every 10 posterior dislocations. One-fourth of 
them occurred in females, two-thirds of the patients 
being between the ages of 16 and 4o. There were 5 
deaths resulting in from 1 to 5 days because of severe 
multiple injuries complicating the accident. Eighty- 
eight of the 204 patients were excluded either be- 
cause the result could not be properly ascertained, or 
the follow-up period was for less than 1 year. The 
average period of follow-up was 3 years and 9 
months; 78 of the patients were followed up for less 
than 5 years and 38 for more than 5 years. 

The authors formulated their own classifications 
on the material available and first of all divided it 
into an anterior and posterior group. The posterior 
dislocations were further divided into five types: 
(1) those with or without minor fractures; (2) those 
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with a large single fracture of the posterior acetabu- 
lar rim; (3) those with a comminuted fracture of the 
rim of the acetabulum, with or without a major 
fragment; (4) those with fracture of the acetabular 
rim and floor; and (5) those with fracture of the 
femoral head. 

The results were judged independently both by 
roentgenographic study and by clinical examination. 
They were rated as excellent, good, fair, and poor. 
They were considered excellent when there was no 
change due to trauma, when there was full range of 
hip motion, no pain, no limp, and no roentgeno- 
graphic evidence of progressive change. They were 
considered good when roentgenographic changes 
were minimal, when there was no pain, when there 
was free motion up to 75 per cent of the normal hip, 
and when there was only a slight limp. When roent- 
genographic changes were moderately severe, and 
clinical examination revealed a moderate limp with 
some limited motion of the hip, and pain but no 
disability on account of pain, the result was judged 
to be fair. The results were considered poor when 
there was disabling pain or marked limitation of 
motion or adduction deformity, or redislocation had 
occurred, and progressive roentgenographic changes 
had transpired. 

Of the 104 cases in which results were evaluated 
both with the x-rays and by clinical examination, 
there was complete agreement in 80. For the re- 
mainder the difference was of one grade only in 22 
cases and of two grades in 2 cases. In 16 of the latter 
24 cases, the clinical evaluation was less favorable 
than the roentgenographic findings. 

As to anterior dislocations, only 5 of 18 patients 
with such dislocations could be traced. All 5 had 
excellent results, but, of course, the number is too 
small to be significant. However it was believed that 
the outcome was favorable in the majority of such 
cases studied. 

Similarly, the first type of posterior dislocations, 
that is, those cases with or without minor fracture, 
showed better than average results. Ten exhibited 
an excellent result, 10 obtained a good result, 5 a 
fair one, and 5 patients only were judged as showing 
poor results. 

There were 22 cases of posterior dislocation of the 
second type, that is, with a large single fracture of 
the posterior acetabular rim. None of these ex- 
hibited excellent results in the follow-up period. 
The majority had either fair or poor results. Like- 
wise, the third, fourth, and fifth types of posterior 
dislocation showed no excellent results. 

In analyzing the cases with closed reductions in 
which the number of attempts at reduction required 
was charted against the outcome, it is found that all 
of the 5 anterior dislocations and 63 of the 86 
posterior dislocations were reduced at the first at- 
tempt; furthermore, all the excellent and good re- 
sults of the series were in this group of early reduc- 
tions. However, it should be further noted that 21 
of the 24 cases of posterior dislocation of the third, 
fourth, and fifth types, despite the fact that they 


were reduced at the first attempt, had only fair or 
poor results. All of the 5 anterior cases and 64 of 
the posterior cases were reduced within the first 24- 
hour period, and only 1 excellent or good result was 
seen in reductions performed on the second day after 
the injury. 

All 5 anterior dislocations were reduced by closed 
methods. The 111 posterior dislocations were re- 
duced by closed methods in 86 cases and by open 
operation in 25 cases. 

It is the hope of the authors that while the num- 
ber of cases is too small to permit an adequate 
statistical study, the establishment of even a few 
probabilities can help to confirm sound opinion and 
guide the surgeon. 

In the third type of cases of posterior dislocation, 
that is, those cases with comminuted fracture of the 
rim of the acetabula, with or without major frag- 
ments, there is good reason for believing that the 
results may be improved by removing loose frag- 
ments in the joint. In cases of fracture of the aceta- 
bular floor, generally accompanied by fracture of the 
acetabular rim, that is, cases of the fourth type, much 
time may be saved if the outcome is correctly evalu- 
ated and early arthrodesis or arthroplasty is per- 
formed. 

It is thought that those patients with disloca- 
tion and fracture of the femoral head not involving 
a significant superior weight-bearing portion may 
be spared traumatic arthritis by removal of the of- 
fending fragment. If incongruity of the articular 
surfaces can be avoided by restoring a normal posi- 
tion of the fragments or by the removal of loose 
fragments, it will be possible to reduce the incidence 
of traumatic arthritis. The length of time before 
full weight-bearing is permitted does not significant- 
ly affect the results; rather, the results and the 
time when weight-bearing was permitted appeared 
to depend on the type of injury. Avascular necrosis 
and traumatic arthritis were found to be the chief 
complications encountered in the cases with unsatis- 
factory results. Good management depends upon 
prompt recognition of the dislocation. Excepting 
cases in which the patient’s condition is critical or 
in which another local injury must take precedence, 
treatment of the hip location should be prompt and 
based upon a careful evaluation of the type of dislo- 
cation and the treatment indicated. Necrosis of the 
femoral head developed in 27 of the 116 heads and 
the results in these cases were rated as fair or poor. 
All 27 such hips were painful and all had limitation 
of motion due to arthritis secondary to the necrosis. 
Although many of the patients in this series did not 
bear weight for 6 to 12 months the ultimate diag- 
nosis was the same regardless of the time when the 
patient resumed walking. There is one possible way 
to change the diagnosis in this group of unfortunate 
patients, and that is based on early recognition of 
the necrosis of the femoral head and the prevention 
of weight-bearing until such time as the necrotic 
head has been completely replaced. 

KENNETH SHERMAN, M.D. 

















The Physiologic Intrapelvic Protrusion of the Ace- 
tabulum. A Contribution to the Development 
of the Hip Joint (Die physiologische intrapelvine 
Vorragung des Hueftpfannenbodens. Ein Beitrag 
zur Entwicklung des Hueftgelenkes). G. IMHAEUSER. 
Zschr. Orthop., 1951, 81: 161. 


The author studied more than 1,000 x-ray films of 
the pelvis of children and adolescents, and states 
that intrapelvic protrusion of the acetabulum floor 
is typical and physiological in the age period between 
7 years and puberty. The climax of this development 
lies around the age of 11 years. After the thirteenth 
year in girls and the fifteenth year in boys the pro- 
trusion disappears simultaneously with the fusion 
of the Y cartilage. 

In the roentgenogram the pelvic entrance assumes 
the shape of a double bass because of this protru- 
sion. The prominence is visualized best when the 
pelvis is slightly tilted forward. 

These roentgenologic findings could be confirmed 
by the study of a number of bony pelves. 

The same development could be found also in 
young orangutans and gorillas. 

In addition to the study of normal individuals, the 
author also studied the influence of different patho- 
logic conditions on the protrusion, such as congenital 
luxation, coxitis, Perthes’ disease, epiphysiolysis, 
and coxa vara. WERNER M. Sotmitz, M.D. 


Results in Medullary Nailing of 95 Fresh Fractures 
of the Femur. Jorerc BorHLER. J. Bone Surg., 
1951, 33-A: 670. 

Medullary nailing is of special value in fresh open 
fractures of the femur. Many authors disapprove of 
the use of the medullary nail for this injury and re- 
port unfavorable results. In this series almost all 
of the open fractures of the shaft of the femur were 
treated with medullary nailing and additional wire 
sutures. Two contraindications were recognized; 
the first was a poor general condition of the patient, 
and the second was a fracture in which the fracture 
line involved the joint. With the exception of 2 
cases, medullary nailing was done within the first 
12 hours after the accident, after thorough débride- 
ment and primary closure of the wound. 

Another group of cases including 8 fractures in 
pathological condition were analyzed. These cases 
included 1 case of solitary bone cyst, 4 cases of 
Paget’s disease, 2 cases of fracture with tabes dor- 
salis, and 1 case of spastic luetic hemiplegia. 

The patient with solitary bone cyst had complete 
healing following closed medullary nailing only. 

Medullary nailing has proved to be of special 
value in Paget’s disease. Three patients were treated 
by closed medullary nailing and all healed com- 
pletely with perfect function in spite of the patients’ 
relatively high ages, 58, 64, and 69 years, respec- 
tively. Their average stay in the hospital was only 
27 days and the average period before they resumed 
work was 151 days. 

The results in both cases with tabes dorsalis were 
poor. One of these was a supracondylar fracture 
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Fig. 1 (Imhaeuser). The roentgenogram shows clearly 
the bilateral intrapelvic conic protrusion of the bony floor 
of the acetabulum interrupted by the Y cartilage. 


which was treated by closed medullary nailing. The 
fracture healed without complications, but tabetic 
arthropathy of the knee joint developed, which 
made arthrodesis necessary. 

In medullary nailing the most common complica- 
tions are due to the use of too thick, too thin, too 
short, or too long a nail. The authors saw these 
complications only during the first 2 years. It is 
best always to measure the length and width of the 
medullary cavity before operation. 

Migration of the nail was observed in 3 cases. In 
2 of these the nail migrated proximally. The third 
instance occurred in a patient with tabes dorsalis; 
the nail penetrated the knec joint without causing 
discomfort. 

Bending of the nail occurred in 1 case in this series. 
This patient had a bad fall 4 months after the opera- 
tion; the amount of bending was 8 degrees. 

In no case of fresh fracture was fracture of the 
nail seen. In 21 patients operated upon for nonunion 
of the femur a fracture of the nail occurred twice. 
After insertion of a thicker nail rapid union occurred. 

Of the 58 patients with fresh closed fractures, 50 
were operated on within the first 2 weeks. 

Nails were rarely removed within the first 3 
months; they were removed most frequently be- 
tween the fourth and eighth months after operation. 
One should wait until the fracture is solidly healed, 
that is, about a year. 

Medullary nailing in the presence of infection is 
contraindicated because a local infection may spread 
through the entire medullary cavity. 

C. Frep GoERINGER, M.D. 


Wound Mechanism in Osteosynthesis by Means of 
Springs (Die Wundmechanik in der Federosteo- 
synthese). RicHarp Maatz. Zschr. Orthop., 1951, 
80: 643. 

The author discusses briefly the histologic proc- 
esses observed in the healing of bone wounds. First, 
mesenchymal tissue develops in the hematoma and 
necrotic focus of the fracture. This germinal mesen- 
chymal tissue is then differentiated into osseous, 
cartilaginous, and connective tissue under the in- 
fluence of two factors. One is a specific “‘activating 
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Fig. 1 (Maatz). Vigorous formation of mantle callus in 
the femur of a dog 14 years of age, 8 weeks after insertion 
of a strong medullary spring which was set to a pressure of 
40 kgm. 
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matter,” or ‘‘necrohormone,” which stimulates de- 
velopment of the bone cells; the other is the mechan- 
ical functional stimulation exerted by traction and 
pressure. 

The ‘activating matter” is a chemical compound 
which has been isolated and can be extracted with 
alcohol from bone and bone marrow. In animal ex- 
periments it has been shown that the injection of 
this alcoholic extract in necrotic muscles produces 
the formation of bone cells and osseous tissue in the 
injured muscle. 

The writer discusses in detail the role of mechani- 
cal influences in the formation of callus. He states 
that the bone is continuously under the influence of 
traction and pressure exerted by the surrounding 
muscles. Even under a plaster cast the play of the 
muscles continues, exerting a formative stimulus on 
the bone. It is true that the better a fracture is 
mobilized the better it heals. On the other hand, the 
mechanical functional stimulus at the site of the 
fracture is essential for rapid healing. 

In experiments on dogs, the author studied roent- 
genologically and histologically the influence of 
medullary nails and screws on callus formation. He 
showed that the histologic pattern of the callus is 
quite different in these methods from that in frac- 
tures treated with casts and that, under the in- 
fluence of nails and screws, callus is formed not only 
at the site of the fracture but almost on the entire 
length of the bone, and that the pattern of the bone 
fibers is circular rather than the crisscross pattern in 
callus formed under a plaster cast. 


The writer believes that the use of medullary 
springs rather than nails or screws creates more 
physiologic conditions in appropriate cases and con- 
tributes to more rapid healing. They are indicated in 
fractures and pseudarthroses of the upper extremity 
but should not be used in the femur or tibia because 
of the danger of angulation. He applied this method 
in nearly 150 cases and believes that fractures and 
pseudarthroses heal more rapidly with this method 
than with medullary nails or screws. 

WERNER M. Sotmirz, M.D. 


ORTHOPEDICS IN GENERAL 


New Cineplastic Prosthesis. Tuomas J. Canty. J. 
Bone Surg., 1951, 33-A: 612. 


The cineplastic procedure in amputation surgery 
was first described by Vanghetti of Florence, Italy, 
in 1898. 

In the transmission of power from the motor to 
the distal appliance, the Boden cable is relatively 
good and is a considerable improvement over the 
conventional rawhide or leather thong. 

In making below-the-elbow prosthesis, utilizing a 
biceps motor, the socket and forearm shell are 
constructed over a plaster reproduction of the 
stump. Polyester styrene is used as the plastic, and 
cotton stockinette as the laminae. An aluminum 
wrist coupling is fitted at the terminal end of the 
forearm shell. A curved, stainless steel peg (an im- 
provement over the straight ivory peg because it 
more closely follows the natural contour of the tun- 
nel) is attached to the cable. A swivel attachment 
for the cable housing is provided at the distal por- 
tion of the biceps cuff, and the two cable housings 
are again joined on a swivel at the distal third of 
the forearm shell. This allows for manual rotation 
of the hook or hand. The proximal end of the 
cable is detachable from the curved peg by means 
of a small shaft, ending in a small metal ball. By 
this means a break-away is provided as a safety 
factor in case the wearer should be unable to re- 
lease his prosthesis from a moving object. This 
feature allows the prosthesis to be pulled com- 
pletely off the arm without injury to the muscle 
tunnel. The completed prosthesis, including the 
hook, weighs approximately 114 pounds. 

The amputee fitted with the prosthesis may oper- 
ate his hook in any position possible with the nat- 
ural hand. No shoulder harness of any type is re- 
quired, and bis hook is under his instantaneous 
neuromuscular command at all times. 

C. FRED GOERINGER, M.D. 


Analysis of 124 Suction-Socket Wearers Followed 
from 6 to 55 Months. Robert Mazet, Jr., PAUL 
E. McMaster, and Cuartes G. Hutter. J. Bone 
Surg., 1951, 33-A: 618. 

A critical evaluation of 124 suction-socket pros- 
thesis wearers who have been observed between 6 
and 55 months, clearly indicated the desirability of 
this appliance. 














Of 85 patients, 72 were successfully wearing suc- 
tion-socket protheses. None was satisfactorily fitted 
with the first socket without some alterations or 
modifications. These averaged three to four to each 
socket while some required many more. Thirteen 
of the 85 patients were unsuccessfully fitted. One, 
who had an extremely short stump, was a commer- 
cial pilot. As he lost suction when sitting he felt 
that the conventional type of prosthesis was better 
for him in this work. 

One patient was a former marine, now a student 
counselor. He was 38 years old and weighed 220 
pounds. He had been followed-up longer than any 
other patient in this series, and had been an enthusi- 
‘astic suction-socket wearer for 55 months. He was 
an avid fisherman and was wearing his twelfth 
socket. His stump had increased 5 inches in circum- 
ference during this time. He had experienced and 
successfully overcome the complications which were 
experienced by other members of the group. At 
first he had had difficulty with ischial irritation, and 
many adjustments to the ischial seat had been neces- 
sary until a satisfactory fit was obtained. 

The third patient, a lawyer 38 years old who was 
wearing his third plastic socket, had been a satisfied 
wearer for 4 years until an allergic dermatitis of the 
stump developed. This was caused by the lacquer 
finish of the socket. The patient had played a great 
deal of tennis and golf while wearing the suction 
socket. 

In a few individuals, pressure in the adductor 
region or over the gluteus maximus occurred. Loss 
of suction was observed in about 1o per cent of the 
cases, which, except in the extremely short stumps, 
was a fitting problem. Folliculitis and dermatitis 
had been troublesome in a few isolated instances, 
but had been corrected by dermatological treatment. 

In the authors’ experience, the indications for a 
suction-socket prosthesis include any stump with 
more than 4 inches of femur measured from the ad- 
ductor tubercle of the pubis to the bone end, in 
which no active infection, dermatitis, large tender 
bony spur or scar, and no advanced circulatory im- 
pairment is present. Small spurs are not a contra- 
indication. Long stumps (Gritti-Stokes or Callen- 
der) are less suitable because the socket must be 
long and this interferes with the placement of the 
knee mechanism. Painful scars which cannot be 
resected are a contraindication. It is necessary for 
the individual to be emotionally stable and to desire 
rehabilitation and independence. He must also have 
the perseverance necessary to adapt himself to this 
type of prothesis, and he must be willing to expend 
the time and effort which successful fitting demands. 

Patients prefer the suction socket to a conven- 
tional type because: 

1. This prosthesis feels more like an integral part 
of the person; (2) it is easier to control, particularly 
in rotatory movements; (3) it provides greater free- 
dom of motion; (4) the prosthesis feels lighter; (5) 
the piston action of the stump in the bucket is 
largely eliminated; (6) the prosthesis eliminates the 
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pelvic belt, shoulder harness, and stump sockets, as 
well as the increased perspiration associated with 
these apparatuses; (7) the prosthesis causes no bulg- 
ing beneath the clothing; and (8) the patients whose 
adductor rolls have disappeared with the use of the 
suction socket are cognizant of this added comfort. 
A springless valve, which is in effect a flap valve, 
is being used extensively; this permits automatic 
expulsion of air on standing, which makes positive 
pressure practically zero. It closes during the swing 
phase of the gait, building up to an estimated nega- 
tive pressure of between 14 pound and 1 pound; it 
remains open when the patient is seated or reclining, 
permitting a partial exchange of air within the 
socket. This lessens the problem of perspiration. 
However, the best walkers, using contact on the 
sidewalls of the socket by contracting their remain- 
ing thigh muscles, can hold the prosthesis on without 
any valve. C. FrepD GOERINGER, M.D. 


New Anatomicoradiological and Surgical Aspects 
of the Sacroiliac Articulation (Nouvelles ré- 
flexions anatomo-radiologiques et chirurgicales sur 
articulation sacro-iliaque). ANDR& RICHARD. Rev. 
chir. orthop., Par., 1951, 37: 152. 

The author has investigated the causes and treat- 
ment of sacral causalgia ever since 1933 and has 
reported his observations on several occasions. 

The present report is based on 200 cases, many of 
the patients showing tuberculous infection with or 
without pulmonary tuberculosis. The most constant 
sign was sciatica which appeared to be resistant to 
all types of treatment. The anatomical structure, 
particularly the S-shaped curvature of the articu- 
lating surfaces of the sacroiliac facets, makes it 
very difficult to interpret roentgenograms of this 
area. By using lead foil, the author was able to 
work out a certain technique for satisfactory vis- 
ualization of the sacroiliac articulation on x-ray 
examination. 

Eight different positions are described in order to 
visualize the sacroiliac articulation properly. Fi- 
nally, the generally well known treatment in cases 
in which the diagnosis of tuberculosis or severe 
arthritis has been made is fusion of the sacroiliac 
joint. Georce I. Reiss, M.D. 


The Demonstration of Thorium X in the Growth 
Cartilage of the Long Bones and Its Influence 
on the Growth in Length of These Bones in the 
Young Rabbit (Der Nachweis von Thorium X in 
der Wachstumsfuge und sein Einfluss auf das Laen- 
genwachstum beim jugendlichen Kaninchen). Wr11- 
HELM Koca. Zschr. Orthop., 1951, 80: 532. 


The effects of the combined preparation contain- 
ing thorium X, as used in the author’s clinic since 
1943, upon the growth processes in bone are reported 
by the author. This work was done on 4 rabbit litters 
(26 young rabbits). The ages of the animals at the 
time treatment was begun ranged from 1o to 12 
weeks. Sixteen of the rabbits were given therapeutic 
dosages or double the therapeutic dosages for a 
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period ranging from ro to 16 weeks. The remaining 
10 animals were used as controls. 

Eight electrostatic units were taken as the thera- 
peutic dosage in these animals. The substance was 
injected intravenously into the rabbit’s ear vein 
twice weekly. The size of this dosage may be better 
appreciated when we recall that 1,000 electrostatic 
units equal 300 millicuries. 

When the treated animals were compared with the 
controls it was found that the thorium X treatment 
led to diminished rates of growth and increase in 
body weight of from a third to a half of the normal 
rates. This total dosage corresponds to the treatment 
of the human being with peteosthor (the thorium X 
combination) up to a total dosage of 500 electrostatic 
units. 

In the study of the processes of deposition of the 
thorium X in the various organs, it was found that 
there was very little deposition of this substance in 
the sex glands, but rather more in the lungs; then, in 
order of importance as storage media there were the 
spleen, liver, kidneys, and bone. There was little dif- 
ference between the amounts deposited in the kid- 
neys and the bone; this is explained on the basis that 
the kidney is the chief organ of excretion of thorium 
X. It will be noted, however, that there is another 
effect at work in these cases, and this is the apparent 
tendency of the thorium to select the iron-containing 
organs (blood, liver, spleen) for deposition. This is 
explained by the fact that the thorium X behaves in 
the body metabolism more or less like the alkali 
earths, especially calcium, while its permutation 
products behave more like iron. The end product of 
the permutation of thorium X (half life 3.64 days) is 
really an isotope of lead.” 

In the study of selective deposition in the bones, 
the counter (which is a purely quantitative modus) 
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is not sufficiently accurate. This accuracy was ob- 
tained by the author’s method of self photography of 
the thorium X, which he designates as the contact 
ray-tracing exposure method (Bahnspurkontaktauf- 
nahme); this consists essentially in exposure of the 
specimen directly to a sensitive roentgenographic 
film. 

With this method the author was able to demon- 
strate the fact that the greatest activity in the de- 
position of thorium X in the bones occurs at the 
point where cartilage growth is most active. 

The histologic studies showed that this selective 
deposition of the thorium X in the growth cartilage 
causes an irradiation injury to the cartilage, which 
produces a broadening of the preparatory calcifica- 
tion zone. The changes look something like those 
seen in lead poisoning. 

In addition to the inhibition of growth by the 
thorium X deposits in the growth cartilage, there is 
also a certain amount of osteoporosis, resulting in 
spontaneous fractures in several of the experimental 
animals. 

The injury to the growth cartilage in the young 
animal renders disputable the justification of its use 
in the young, especially when it is to be employed for 
several weeks or months. Also, since the substance 
passes through the placenta from the mother to the 
fetus, there is some question as to the advisability of 
its employment in the pregnant woman. 

Nevertheless, the observations made permit some 
sort of justification for the use of thorium X as a 
therapeutic substance in processes characterized by 
the overgrowth of bone. Troch, at the author’s insti- 
tution, has been using thorium X in the combined 
modality (peteosthor) in cases of bone and joint 
tuberculosis since 1943, and in spondylarthritis an- 
kylopoetica since 1946. JouNn W. BRENNAN, M.D. 

















BLOOD VESSELS 


Studies in Vascular Repair. Further Observations 
on the Growth of Anastomoses and Free Vas- 
cular Transplants in Growing Animals. H. B. 
SHUMACKER, JR., L. W. FREEMAN, L. M. Hutcuinos, 
and L. RADIGAN. Angiology, 1951, 2: 263. 


In evaluating the growth of the line of vascular 
anastomoses, the authors divided the aorta (2 
thoracic and 1 abdominal) in small pigs and re- 
sutured it with No. 5-o Deknatal interrupted evert- 
ing mattress sutures. After increase in size of the 
animals from 19 to 23 pounds to 300 and 331 pounds 
in up to 12 months’ time, they examined the suture 
lines. All had healed well and there was no evidence 
of constriction. 

Next, the authors studied the growth of free blood 
vessel grafts in the growing animal, i.e., in 4 young 
puppies and 6 young pigs. Using the same suture 
technique in the puppies, 2 transplants were fresh 
homologous vena caval grafts—one a formalized 
homologous aortic graft and the other a formalin- 
fixed homologous vena caval graft. The growth was 
satisfactory in all but the formalin-fixed grafts, 
which demonstrated considerable calcification. The 
findings in the swine were similar. 

These findings led to the conclusions that the 
suture line in anastomoses in the growing animal 
tends to grow as the vessel grows, when using inter- 
rupted everting mattress sutures, and secondly, that 
formalin-fixed grafts are obviously unsatisfactory 
because of their strong tendency to undergo early 
calcification. LeRoy J. Kiernsasser, M.D. 


Sterilization of Frozen Arterial Grafts by High- 
Voltage Cathode-Ray Irradiation. Irvine A. 
MEEKER, JR., and RoBErT E. Gross. Surgery, 1951, 
30: I9. 

The use of high-voltage cathode-ray irradiation in 
the sterilization of aortic grafts taken from dogs was 
evaluated by employing three sets of experimental 
conditions. 

In the first group, 125 segments of dogs’ aortas 
were removed, sealed individually in polyethylene 
bags, and frozen in a carbon dioxide ice refrigerator 
at —55 degrees centigrade. Then, into each bag was 
injected a few cubic centimeters of a suspension of 
eight different pathogenic bacteria, and the frozen 
grafts, in bags, were exposed to cathode-ray irradia- 
tion in doses varying from 1.5 to 6.0 million roentgen 
equivalent physical units (R.E.P.). Within 2 hours 
after irradiation, each aortic segment was thawed 
and cultured in beef heart broth for 7 days. Bac- 
terial growth occurred in only 3 of these 125 seg- 
ments. 

In the second series of experiments 17 aortic seg- 
ments removed from dogs, without employing asep- 
tic technique, were individually placed in polyethy- 
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lene bags, frozen, and subsequently exposed to 1.5 
million R.E.P. The aortic segments were then kept 
frozen until they could be transplanted into dogs, 
with use of a continuous everting mattress suture at 
both suture lines. No operative deaths occurred, and 
no antibiotics or anticoagulants were employed. No 
hind-leg paralysis developed, and all dogs showed 
good femoral pulsations postoperatively. Of the 2 
animals sacrificed at the end of 1 year, one graft 
showed considerable calcification with a small mural 
thrombus, but the other graft was in excellent condi- 
tion. Eleven animals were sacrificed at 6 months, 
and 10 of these showed smooth, soft, and pliable 
grafts. One graft had a small mural thrombus. One 
dog was sacrificed at 4 months, and the graft was 
found to be in excellent condition. Three dogs are 
reported to be living and well, with good femoral 
pulsations. 

In the third series, 43 aortic segments (obtained 
from dogs within 5 hours after death) were in- 
dividually placed in polyethylene bags, frozen, con- 
taminated with a mixture of pathogenic bacteria, 
and irradiated with doses varying from 1.5 to 6.0 
million R.E.P. The irradiated grafts were stored in 
the frozen state, and 21 grafts which had been 
irradiated with from 1.5 to 2.0 million R.E.P. were 
placed in recipient animals. One dog died from 
wound dehiscence and hemorrhage at both suture 
lines; Escherichia coli was cultured from the graft. 
Five animals sacrificed at 214 months showed 
smooth, soft, pliable grafts. Two animals were 
sacrificed at 5 months and in these, 1 graft showed a 
tiny mural thrombus and the other showed tiny 
calcified plaques in the graft wall. Thirteen animals 
are living and well. Eleven animals received grafts 
which had been irradiated with 3.0 million R.E.P. 
Half of these animals were sacrificed at 2 months; 
4 of the grafts showed mural thrombi, and 2 were in 
excellent condition. Two animals are living and 
well; the others died, 1 from wound infection and 2 
from distemper. Eleven animals received grafts 
which had been irradiated with from 4.0 to 6.0 
R.E.P. Three of these died from dehiscence at suture 
lines, and 1 developed an occluding thrombus. Ani- 
mals sacrificed at varying periods of time following 
operation showed the shorter term grafts to be in 
good condition, but the longer term grafts showed 
either diffuse intramural calcification or mural 
thrombosis. 

Cathode-ray irradiation of 1.5 to 2.0 million 
R.E.P. produced sterility in 95 per cent of the grafts 
known to be heavily contaminated, and in this dos- 
age of irradiation, changes produced in the frozen 
aortic segment were minimal as judged by long- 
term follow-up. This method of sterilization may 
make possible the use of routine autopsy material 
as a source of large vessel grafts. 

MA coi Pium, M.D. 
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Observations on the Use of Preserved Venous Homo- 
grafts in Experimental Aortic Defects. A. I. S. 
MACPHERSON, R. A. NABATOFF, R. A. DETERLING, 
Jr., and A. H. Brakemore. Arch. Surg., 1951, 63: 
152. 


Segments of the inferior vena cava and external 
jugular vein have been used to bridge experimental 
aortic defects in dogs. Preliminary observations are 
recorded concerning the use of venous homografts 
stored for varying periods in balanced electrolyte- 
serum solution. The changes which occur in the 
graft and in the surrounding tissues of the host are 
described. These grafts preserved by refrigeration at 
from 4 to 6 degrees C. in 10 per cent homologous 
serum and go per cent Simms X7 solution can be suc- 
cessfully used to bridge aortic defects in other dogs. 

The volume of solution used for storage should be 
no more than sufficient to submerge the vascular 
segment. Homologous serum in the solution appear- 
ed to provide better conditions for the growth of the 
veins in tissue culture than did horse serum. The 
function and fate of these homografts could not be 
correlated with the results of tissue culture growth at 
the time of transplantation. Some grafts which did 
not grow in tissue culture media functioned very well 
when transplanted. 

When there was a conspicuous difference in the 
circumference of the aorta and graft, laminated clot 
formed in the wall of the graft, as it would in a fusi- 
form aneurysm. This mural thrombus was slowly or- 
ganized and endothelized to form a smooth lining for 
the blood vessel. 

Some of the fibrous and elastic tissue in the middle 
coat of a homograft persists. Whether or not it had 
been possible to prove viability in vitro, the cellular 
elements degenerate slowly. The intima appears to be 
replaced by a fibrocellular layer from the host vessel 
and the other layers by reactive ingrowth of fibro- 
blasts from the surrounding tissues. When the outer 
coats were isolated from the surrounding tissues of 
the host by cellophane, no such creeping substitution 
occurred. The vein wall then showed degenerative 
changes. It did not demonstrate autogenous fibro- 
plasia. These observations of vascular grafts are in 
accordance with the reactions of the body to other 
types of homografts. Robert J. NaBatorr, M.D. 


Prevention of Dilatation in Autogenous Venous and 
Pericardial Grafts in the Thoracic Aorta. An 
Experimental Study. Yosuro Saxo. Surgery, 
1951, 30: 148. 

Autografts of pericardium or inferior vena cava 
placed in the thoracic aorta just distal to the liga- 
mentum arteriosum showed a tendency to dilate 
when unsupported by other material if the grafted 
segment was longer than 2 cm. This dilatation 
occurred within 3 to 6 weeks following the operation, 
but did not appear to increase after a period of 6 
months. In an attempt to avoid this dilatation, 
autogenous pericardial and inferior vena cava grafts 
were buttressed with fascia lata or split-thickness 
skin grafts taken with the Padgett-Hood dermatome. 


Pericardial grafts supported with fascia lata were 
inserted into aortic defects in 25 dogs. In the 16 
surviving dogs, periodic serial aortograms have 
shown no dilatation in any grafts supported by fascia 
lata. Gross examination showed that endothelializa- 
tion crept forward in a uniform fashion, encouraged 
by the placing of silk sutures, and that the soft yel- 
low plaques of cholesterol deposits found in the 
dilated, unsupported pericardial grafts were not 
present in the buttressed grafts. Microscopic exam- 
ination showed endothelialization of the older peri- 
cardial tubes and intact fascial support with prolifer- 
ation of adventitial tissue around the grafts. 

Ten dogs were operated upon with the placing of 
fascially supported vena cava segments up to 4.5 
cm. in length. One postoperative death occurred, 
but in the animals which survived, serial aortograms 
after from 6 to 14 months demonstrated no dilata- 
tion of the grafted segment. Microscopic examina- 
tion showed a smooth intima with thickening of the 
venous tissue and survival of the fascia. Results in 
this series were very satisfactory. 

Inferior vena cava grafts supported by split- 
thickness skin or dermis grafts were inserted into the 
thoracic aortas of 10 dogs. The first 6 dogs died 
within 30 days due to severe infection around the 
graft, which resulted in hemorrhage from a suture 
line or from a ligated branch of the grafted vein. The 
last 4 dogs were prepared intensively for operation, 
receiving 300,000 units of penicillin daily for 3 weeks 
preoperatively, plus intensive cleansing of the pro- 
posed donor area with G-11 detergent. Three of 
these dogs survived, and in one of the survivors there 
was dilatation around the proximal anastomotic line. 

Fascia lata appeared to be preferable to split- 
thickness grafts for supporting autogenous peri- 
cardial or inferior vena cava grafts placed in the 
thoracic aorta. MALcoLM Pum, M.D. 


Suppurative Pelvic Thrombophlebitis: Surgical 
Technique. Conrap G. CoLiins and WittiaM B. 
AYERS. Surgery, 1951, 30: 3109. 

Ligation of the inferior vena cava and ovarian 
veins is indicated in cases of pelvic suppurative 
thrombophlebitis which prove refractory to medical 
treatment. The indications for operation include: 
(1) any patient having postabortal or postpartal 
sepsis who fails to respond to a medical regimen in 4 
or 5 days (2) any patient with postabortal or post- 
partal sepsis in whom a pulmonary infarct develops 
while being treated conservatively, or (3) any patient 
admitted to the authors’ service with postpartal sep- 
sis and infarction. In patients who have previously 
had a hysterectomy and in whom the continuity of 
the ovarian vessels with the uterus has already been 
interrupted, the extraperitoneal approach to the in- 
ferior vena cava may be utilized. The extraperitoneal 
approach is also recommended in the patients in 
whom the thrombotic processes originated in the leg 
veins. The combining of lumbar sympathectomy 
with the vena cava ligation is believed to have helped 
materially in the rehabilitation of the patient. For 
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the extraperitoneal approach the authors recom- 
mend a curved Leriche incision on the right side of 
the abdomen because of the wide exposure of the 
retroperitoneal space it affords. The vena cava is 
ligated in continuity with No. 10 or 20 crochet cotton 
ligatures. If palpation discloses extension cephalad 
to the thrombus the vena cava is opened between 
the ligatures, the thrombus is removed by suction, 
the vessel ends are ligated, and the ends are rein- 
forced with suture ligatures of the same material. 
Right lumbar sympathectomy is performed at the 
same time with extirpation of the chain from above 
the first lumbar ganglion to or just below the fourth 
ganglion. If, following closure of the wound, the 
patient’s condition permits, left lumbar sympathec- 
tomy is performed through an identical incision in 
the left flank. 

The transabdominal approach is advised in all 
other patients. Through this incision it is easier to 
ligate the venous channels from the uterus, that is, 
the vena cava and both the right and left ovarian 
vessels. Not infrequently, the phlebitic process is ex- 
tremely severe in the ovarian vessels and may extend 
as high as the left renal vein. Wangensteen decom- 
pression of the bowel is employed preoperatively for 
from 12 to 24 hours and blood is readied for trans- 
fusion. Spinal anesthesia is favored for the relief of 
vascular spasm often associated with the thrombotic 
process, and the authors believe better oxygenation 
is afforded for these patients, many of whom have 
pulmonary complications. The incision extends from 
just above the symphysis pubis to 5 cm. above and 
to the right of the umbilicus. The posterior periton- 
eum is incised along the line of fusion of the visceral 
and parietal peritoneum after the cecum and ascend- 
ing colon have been retracted medially. A ligature of 
quilting cotton No. 4o is placed around both the 
ovarian artery and veins proximal to any thrombus 
found. The inferior vena cava is next ligated in con- 
tinuity with the site of ligation anywhere between 
the formation of the vein and the lower level of the 
right renal vein, in accord with the extent of the 
thrombus formation. Should a thrombus be found 
extending proximal to the junction of the left renal 
vein, the cava must be opened, the thrombus removed 
by suction, and the cava ligated just distal to the 
confluence of the right renal vein and cava. The right 
lumbar sympathetic chain is then severed, the cecum 
and ascending colons are replaced and the incised 
edges of the peritoneum are approximated. The left 
ovarian vessels are identified and ligated in the in- 
fundibulopelvic ligament. Should the thrombus ex- 
tend beyond the ligament the descending colon is 
mobilized medially and the left ovarian vessels are 
identified and ligated above the thrombus. 

In the majority of patients the administration of 
antibiotics has been discontinued at the time of oper- 
ation. If the sympathetic chains have not been di- 
vided, daily sympathetic blocks are performed for 4 
or 5 days postoperatively. If only one chain has 
been interrupted (usually the right) then daily 
blocks are performed for the same period of time on 
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the uninterrupted side. Elastic stockings are recom- 
mended if the vena cava ligation was employed be- 
cause of involvement of the leg veins. The patient 
was made ambulatory within 24 to 48 hours after 
operation. Attan D. Cattow, M.D. 


Suppurative Pelvic Thrombophlebitis: Symptoma- 
tology and Diagnosis. Conrap G. Cotuins, Ep- 
WARD W. NE Lson, Jason H. Cottins, B. BERNARD 
WEINSTEIN, and EvAN A. MAcCALLuUM Surgery, 
1951, 30: 311. 

In 70 cases of suppurative pelvic thrombophlebitis 
encountered since July, 1941 and in which ligation 
of the inferior vena cava and ovarian veins was 
performed, chills and fever were the most common 
clinical manifestations of the disease. Sixty-seven 
per cent of the patients suffered chills as determined 
by observation of a person other than the patient. 
Results of blood culture were positive in only 12 
of 70 patients and, although a positive culture is 
occasionally of aid, a negative result is of neither 
diagnostic nor prognostic value. In some patients 
chills were observed on the first postpartum day and 
in others as late as 3 weeks following delivery or 
abortion. 

Ninety per cent of the patients had hyperpyrexia 
with the course of the temperature following that 
of the “picket fence” variety. In a few, especially 
those with prominent leg signs (interpreted as due 
to retrograde thrombi), pyrexia was mild or absent. 
The pulse was described as rapid and of a plateau 
type in 89 per cent of these patients. The elevated 
pulse was sustained despite variations in the tem- 
perature in contradistinction to the patient with 
uncomplicated postpartum sepsis in whom the pulse 
rate follows the variations in temperature. A con- 
stant elevated pulse rate is as significant in the diag- 
nosis of suppurative pelvic thrombophlebitis as in 
the diagnosis of phlebothrombosis or thrombo- 
phlebitis of the legs. An increased respiratory rate 
was observed in 83 per cent of the patients in this 
series. 

Pulmonary manifestations must be watched for 
carefully not only because evidence of infarction is 
considered an indication for surgical treatment but 
also because it may present no typical sign, symp- 
tom, or x-ray pattern. The classical wedge-shaped 
x-ray pattern is seldom seen as the emboli are usually 
small, multiple, and infected. Failure to recognize 
the true primary lesion often results in death. It is 
the policy of the authors to have a chest roentgeno- 
gram made in all septic cases upon admission and to 
repeat such studies until the patient is well or his 
condition is greatly improved. Pulmonary shadows 
were found in 46 per cent of the patients of this 
series. The authors caution that it cannot be empha- 
sized too frequently that any patient with a history 
of pelvic operation, pregnancy, thrombophlebitis, or 
pelvic trauma who complains of sudden thoracic 
pain must be thoroughly examined to exclude the 
possibility of embolism, however small, from the 
leg, pelvic veins, or both. 
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Thoracic pain, cough, hemoptysis, or any com- 
bination of these occurred in 37 per cent of these 
patients. Pleural effusion was not an outstanding 
sign but when it did occur the fluid was more often 
serous than bloody. 

Pelvic examination usually discloses a normal 
pelvis consistent with recent surgical or obstetrical 
procedure, except for the possible presence of tender 
thrombosed veins. Vigorous pelvic examination is 
frequently followed by a definite rise in temperature, 
and if no palpable evidence of thrombosis is detected 
the authors recommend vigorous massage of the 
pelvis and careful subsequent observation of the 
temperature chart. A pronounced rise in temperature 
within 24 hours is believed to indict the pelvic or- 
gans or vessels; failure of the patient to develop this 
febrile reaction is believed to eliminate the pelvic 
organs and veins as contributing to the patient’s ill- 
ness. 

The protean nature of the disease often makes its 
diagnosis difficult. Recovery with medical treatment 
may occur but some patients may progress to chronic 
invalidism or death following such treatment. Sickle 
cell crisis may mimic the disease in the negro and 
lupus erythematosus complicated by or following 
pregnancy can present the same features. The diag- 
nosis is made by carefully taking the obstetrical 
history, closely observing the vital signs, repeatedly 
examining the chest including x-ray examination 
and careful pelvic examination for evidence of 
thrombosed vaginal or pelvic veins which were 
found in 60 per cent of the patients in this series. 
The triad of chills, fever, and increased pulse rate 
in any puerperal woman demands the inclusion of 
suppurative pelvic thrombophlebitis in the differen- 
tial diagnosis. It is not ruled out by the presence or 
absence of signs and symptoms of thrombosis of the 
veins of the leg. Autan D. Cattow, M.D. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Current Trends in the Management of the Leu- 
cemias and the Malignant Lymphomas. JosEPH 
F. Ross and FRANKLIN G. EBauGH, Jr. Med. Clin. 
N. America, 1951, 35: 1381. 


The administration of radioactive phosphorus is 
the treatment of choice in the majority of patients 
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with chronic granulocytic and lymphocytic leucemia 
in the early stages of their disease. It should be sup- 
plemented with x-ray therapy for the control of local 
tumor masses or splenomegaly. X-ray therapy re- 
mains the most effective therapy for most cases of 
malignant lymphoma, although radical surgical ex- 
cision should be attempted if the disease can be 
proved to be localized and if it is in an accessible 
area. 

Nitrogen mustard is of great value in relieving 
the systemic symptoms of Hodgkins’s disease and 
in treating patients with widely disseminated 
Hodgkin’s disease or reticulum cell sarcoma. It is 
of less value in patients with lymphosarcoma or 
leucemia. Triethylene melamine has about the same 
range of effectiveness, but in contrast to nitrogen 
mustard, may be administered orally. Urethane will 
aid in the control of chronic leucemia, but is prone 
to produce gastrointestinal disturbances. 

Aminopterin (and the other antifolic drugs) will 
induce remissions and prolong life in about 50 per 
cent of the children with acute leucemia. However, 
it is of very limited value in adults with any type 
of leucemia. 

ACTH and cortisone will induce temporary re- 
missions in patients with acute leucemia. The brevi- 
ty of such remissions and the relatively high inci- 
dence of complications from the use of these hor- 
mones makes the advisability of their use in the 
practical control of these diseases problematical. 

Supportive therapy with transfusions, control of 
infections, and careful psychological management 
are of extreme importance in the care of patients 
with these diseases. 

Stilbamidine has been stated to be of value in con- 
trolling the pain of patients with multiple myeloma, 
but fairly conclusive evidence now has been accumu- 
lated to the effect that this control is very limited 
and the use of this drug does not appear justifiable. 
Benzol has been used for the treatment of leucemia, 
but it is not as effective as the agents already dis- 
cussed. Diopterin, teropterin, “‘H-11,” ‘K-R,” 
antireticulocytotoxic serum of Bogolomets, colchi- 
cine, and myelokentric and lymphokentric acids 
have no place in the practical management of leu- 
cemia and malignant lymphoma. 

FREDERICK W. PRESTON, M.D. 














OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


On the Administration of Heparin. J. Er1x Jorres, 
Harry Bostr6m, and AASMUND E. Rocu-Nortunp. 
Acta chir. scand., 1951, 101: 279. 


In support of the intravenous route as the most 
satisfactory method of administering heparin, com- 
parisons of the three commonly used routes are pre- 
sented with experimental and clinical findings. 

1. Subcutaneous administration of 200 mgm. 
doses of two commercial preparations of heparin was 
done in 4 different cases and the highest coagulation 
time achieved was 9 minutes, a very poor effect. All 
4 patients had some toxic reactions, 1 patient being 
unable to work for 7 days and another for 2 days. 
All of the patients had considerable pain and swelling 
at the injection sites. The unsatisfactory and un- 
predictable anticoagulant effect is the main draw- 
back to this route of administration. 

2. In comparing a series of 41 patients with 
thrombosis treated by the intramuscular route with 
35 similar patients treated by the intravenous route, 
it was found that the intramuscular route was much 
less effective in increasing the coagulation time and 
resulted in many more hematomas. Another series 
of 16 patients treated intramuscularly had a 44 per 
cent of recurrence, compared to one of only 2.8 per 
cent for the large control group. The temperature 
returned to normal more slowly in the intramuscular 
group. 

3. For intravenous administration either the con- 
tinuous drip or the intermittent injection method is 
satisfactory, the latter method now becoming more 
popular. There is very little danger of bleeding in 
these patients, except in those with recent surgery, 
even though no laboratory control of the coagulation 
time is attempted. The low level of the clotting time 
at night does not appear to detract from the clinical 
benefits of the intermittent intravenous method. 
Most of these cases are of an emergency nature, and 
with the intravenous route a high coagulation time 
is consistently and promptly attained. The im- 
portance of maintaining a low prothrombin time 
with dicumaro] during heparin therapy is stressed. 
It is concluded that the intravenous route should be 
the only one used for administering heparin. 

STANLEY W. TUELL, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Studies in Experimental Frostbite. An Inquiry into 
the Mode of Action of Rapid Thawing in Im- 
mediate Treatment. Rosert E. LEMpPKE and 
Harris B. SHUMACKER, JR. Angiology, 1951, 2: 270. 


“Of all the methods of treatment which have been 
subjected to controlled study in experimentally in- 
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duced frostbite, rapid thawing of the frozen extrem- 
ity has proved to be by far the most efficacious.” 

One hind extremity of domestic albino mice, rats, 
and rabbits was immersed up to the hock in an ether 
bath and kept cool to the desired temperature by the 
addition of solid carbon dioxide in order to produce a 
standard cold injury. The time required for a num- 
ber of feet of each species so exposed to thawing in 
air at room temperature was recorded. The inci- 
dence and extent of the resulting gangrene were ob- 
served 2 or more weeks after injury. 

The effects of the exposure to cold upon the inci- 
dence and extent of gangrene of the mouse’s foot 
were dependent upon the duration of the exposure 
and the intensity of the cold. The results may be 
related to persistent vasoconstriction, the extent of 
freezing which may involve a still larger area as the 
freezing is prolonged, and the persistence of capillary 
stasis after freezing. Rapid thawing increased the 
survival of the tissue after severe as well as after 
milder cold injuries in the mouse’s foot. It was noted 
that the incidence of gangrene nevertheless varied 
directly with the severity of the cold injury. The 
feet of mice were subjected to the standard cold in- 
jury, namely, exposure for 30 seconds at minus 
15°C., and then maintained in a frozen state at 
minus 4°C. for the length of time required for the 
feet of the untreated animals to thaw, before being 
rapidly thawed in warm water. These feet survived 
with significantly less gangrene than did the feet of 
the untreated controlled animals. This was probably 
dependent to some extent upon the effect of shorten- 
ing the duration of the period during which the tis- 
sues were actually frozen. There is some evidence to 
support the view that rapid thawing does something 
more than simply cut short the period during which 
the tissues are frozen. This is not well understood, 
but there are several available data to suggest that 
the following may be at play: Tissues tend to tol- 
erate poorly a temperature at, or near, the freezing 
point and rapid thawing shortens the period during 
which the tissues are in this temperature range. The 
rapid change from the frozen state to optimal tem- 
peratures appears to be attended by better physico- 
chemical restitution of the cells than the slow transi- 
tion between these states. Rapid thawing brings 
about prompt vasodilatation, cuts short the period 
of vasoconstriction which tends to follow frostbite, 
delays and inhibits capillary stasis, provides the 
anoxic tissues immediately with the best possible 
blood flow, and minimizes the likelihood of subse- 
quent vascular thrombosis. 

Freezing does not necessarily injure the cells fatal- 
ly as was once thought to be the case. The incidence 
and extent of gangrene, which may result from freez- 
ing of the tissues in the living mammal, appears to 
be related directly to the duration of the period of 
actual freezing, although this relationship may not 
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be dependent on the duration of the frozen state, but 
rather upon certain related phenomena, such as the 
extent of the area frozen, the persistence of the re- 
sulting vasoconstriction, and the completeness and 
duration of the result in capillary stasis. 

In previous experiments it was demonstrated that 
thawing the feet of rats at 42°C. was more effective 
in preventing gangrene than thawing them at 38°C. 
In the present study the feet of mice, thawed in ice 
water, fared better than those of the untreated con- 
trolled animals. Although thawing in ice water oc- 
curs almost as rapidly as in water maintained at 
42°C. and much faster than in air, because of the 
greater conductivity of water, it is likely that the 
good result obtained with animals in water at 42°C. 
is still better because of the slight difference in the 
rate of thawing, there being the additional measure 
of vasodilatation. This result can be further accel- 
erated by a combination of immediate rapid thawing 
and the use of autonomic blocking agents or sym- 
pathetic denervation. 

LERoy J. KLEINSASSER, M.D. 


The Immediate Treatment of Hand Injuries. Sum- 
NER L. Kocu. Pennsylvania M. J., 1951, 54: 721. 


The author presents pertinent statistics on the 
frequency of hand injuries. In industry or war the 
percentage of compound injuries involving the hand 
may reach from 65 to 75 per cent. In civil life the 
surgeon usually sees the injury promptly and so has 
the most favorable opportunity for immediate defin- 
itive treatment. 

The principles of the immediate treatment of in- 
juries of the hand, identical with those of compound 
injuries elsewhere are stressed. They are stated suc- 
cinctly: 

1. Protect the open wound from infection. 

2. Stop bleeding. 

3. Determine the extent of injury. 

4. Transform the contaminated wound into a 
clean wound. 

5. If the latter can be accomplished, bring frac- 
tured bone fragments into position, repair the in- 
jured structures, and close the wound. 

6. If one is uncertain as to the cleanliness of the 
wound, reduce the fractured bone fragments but 
leave the injured tendons and nerves undisturbed, 
and either leave the wound open or bring the wound 
edges together without tension. 

In elaboration of these principles the best first-aid 
treatment of any open wound is to cover it at the 
earliest possible moment with the cleanest dressing 
available without benefit of antiseptics, probes, or 
unsterile fingers. 

The arrest of bleeding from a first-aid standpoint 
should be “moderate pressure held over a clean 
dressing.” Occasionally a spurting vessel may re- 
quire the application of a hemostat, which can be 
left in place and included in the emergency compres- 
sion dressing. 

Important injuries may be overlooked if a preoper- 
ative examination of the impairment of function of 


the nerves and tendons is neglected. The diagnosis is 
made by a careful examination of the hand, not of 
the wound. An x-ray examination should not be 
omitted. 

The preoperative transformation of a contamin- 
ated wound into a clean wound is most effectively 
performed by washing the area around the covered 
wound thoroughly with plain white soap and sterile 
water applied with soft cotton and sterile gloves. 
After the surrounding area is cleansed the wound 
itself is similarly washed and irrigated. Such a pro- 
cedure requires at least 10 minutes, but often more. 

Cleansing of the wound before excision of the 
injured tissue is carried out makes it possible to 
save essential structures that might appear to re- 
quire sacrifice by the procedure of so-called débride- 
ment. 

The repair of wound structures is well described in 
practically every textbook of surgery. The use of a 
bloodless field permits accurate visualization of the 
injured structures. The author prefers not to use 
foreign bodies (plates, screws, and wires) for the fix- 
ation of fractures in a compound wound and resorts 
to skeletal traction distal to the site of the injury. 
The “universal splint” devised by Mason and Allen 
has proved of great value in maintaining the reduc- 
tion of fractured bones of the hand and at the same 
time immobilizing the hand in the position of func- 
tion. The author prefers to use the finest possible 
silk sutures to appose the epineurium of clean-cut 
nerve ends, and for tendon repair he uses silk not 
heavier than No. oo. The retaining fascia is sutured 
to prevent adherence of the overlying skin, and ac- 
curate skin closure without drainage finally com- 
pletes the procedure. When the covering tissu«:s are 
destroyed the use of a skin graft, a sliding flaj), or a 
flap from a distance may permit the much §‘asired 
primary closure of the wound. 

When immediate repair of the wound seems inad- 
visable, the cleansing procedure is followed by simple 
closure or the wound is left open with a light packing 
of gauze. If little or no inflammatory reaction de- 
velops a secondary repair may be carried out within 
3 or 4 weeks. If a primary repair is followed by in- 
fection, secondary repair after several months is 
most difficult and the functional result is often highly 
unsatisfactory. 

The compression dressing is considered an essen- 
tial part of the treatment, the large mass of fluffed 
gauze being held in place with an elastic bandage. 
Such a dressing can be left in place several days and 
when it is first removed one finds the tissues in 
normal contour and free from tension. During this 
interval before removal of the first dressing, accurate 
observation of the patient’s postoperative course is 
the primary obligation. Frequent changes of dress- 
ings can interfere with wound healing and stir up 
inflammatory reactions which would subside during 
a longer interval of immobilization. 

Splints of light sheet aluminum tailored to fit or 
molded plaster are the most simple and effective to 
rest the injured tissues and maintain positions so 
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that minimum tension is exerted on the sutured 
nerves and tendons until sound healing can take 
place. 

In regard to later surgical treatment, this should 
be delayed until the tissues are as nearly normal as 
possible. During the waiting period simple physical 
therapy is performed by the patient; he should use 
warm soapy water soaks and massage with a wash 
cloth, during which effort is directed toward increas- 
ing the range of motion of the small joints of the 
hand without producing pain and swelling. 

The article is illustrated with preoperative and 
postoperative photographs of very severe hand in- 
juries showing the excellent results of surgical treat- 
ment by these methods. 

Joun E. Kirkpatrick, M.D. 


Salvaging Seriously Injured Hands and Feet. 
ADALBERT G. BETTMAN. Plast. & Reconstr. Surg., 
1951, 7: 520. 

This article distinguishes between salvage and re- 
construction. Very frequently tissues which at first 
glance seem hopelessly injured may become revital- 
ized if given the chance. In salvaging operations the 
appearance is a secondary factor. Function or near 
function supersedes it. The mechanics of the move- 
able parts of the body and especially of the hands 
and feet are very complex and must be preserved. 
No course of treatment can be outlined in advance 
for any given patient. There can be no single correct 
method for all injuries. Useful members may be 
provided often when mobility is not present. 

Injuries of the hands and feet may often appear 
when first seen as though less of their tissue can be 
saved than actually may be saved. Such injuries are 
likely to occur after crushing or saw cuts or following 
burns from flame and more particularly burns by 
electricity. 

The author’s experience of more than 27 years 
with oxyquinoline sulfate scarlet red ointment has 
shown that this preparation applied with cotton 
swabs or, preferably, impregnated in gauze and laid 
on the wound produces quicker and smoother heal- 
ing with less scarring and fewer contractures than 
any other preparation available. 

The use of a filleted finger may occasionally be 
useful; however, the finger about to be sacrificed 
must be given the consideration to which it itself is 
entitled. Very often such fingers may be made to 
perform useful function and the wound closed other- 
wise. The length of the fingers must be preserved 
whenever possible and if sufficient length cannot be 
maintained, provision should be made so that they 
may be lengthened later. Speedy healing is to be 
promoted. Split skin grafts may later be replaced by 
full-thickness skin grafts if necessary. 

Conservatism, therefore, in the treatment of se- 
vere injuries is most important and pays well in re- 
habilitation. All wounds naturally tend to heal if 
given the opportunity and this opportunity is in- 
creased by conservation and is magnified when the 
surgeon exercises vision, imagination, and discern- 


ment, together with a little inventive ability and 
some speculation. STEPHEN A. ZrEMAN, M.D. 


The Use of Full Thickness Hand Skin Flaps in the 
Reconstruction of Injured Fingers. J. S. Horn. 
Plast. & Reconstr. Surg., 1951, 7: 463. 


The principles governing the treatment of indus- 
trial injuries are basically the same as those govern- 
ing the treatment of other injuries. In some cases it 
will be easy to make a decision as to the most ap- 
propriate lines of treatment. If an unskilled manual 
worker of more than middle age sustains a traumatic 
amputation of part of a finger, his functional need is 
for a strong hand for gripping. His economic need 
is for a quick return to work. These needs are best 
met by shortening the finger to the appropriate level 
and suturing the skin flaps so as to close the stump. 
When a patient suffers a slicing injury which removes 
an area of skin from the pulp or side of the finger 
with only trivial loss of the subcutaneous tissue, a 
free skin graft will result in rapid healing with full or 
nearly full function. Again, if a patient sustains an 
amputation through the middle phalanx of one or 
two fingers, clearly, it is impossible to restore the 
specialized tactile qualities which have been lost and 
the stumps of these fingers will be of use chiefly in 
contributing to the strength of the vise action of the 
hand. For this purpose it is immaterial whether they 
are a few millimeters longer or shorter and the indi- 
cated procedure would therefore be to shorten the 
bone sufficiently to permit suture of the skin flaps. 

There will, however, be many cases in which 
neither amputation nor free skin grafting will be cor- 
rectly indicated. These will include patients of mid- 
dle age or younger to whom manual dexterity is 
highly important. They may have sustained trau- 
matic amputations through one or more of the ter- 
minal phalanges and free grafting over the exposed 
fracture is frequently unsuccessful. Even when the 
graft takes, it often results in a button of shiny, ad- 
herent, relatively insensitive skin of poor durability. 
These patients may have had a serious loss of fibro- 
fatty tissue from the pulp of the finger or thumb, ora 
skin loss exposing the flexor or extensor tendon 
bared of paratenon, or exposing the interphalangeal 
joints. Such patients must be considered as candi- 
dates for full-thickness flap repair, and it is in ar- 
riving at the decision to embark on a two-stage plas- 
tic procedure that the fullest assessment of the 
patient and his needs must be made. 

There are three main donor areas suitable for pro- 
viding skin cover for the digits. They are the op- 
posite arm and forearm, the trunk, and the skin of 
the same hand. The flaps which will be found useful 
most frequently also fall into three categories which 
are: thenar flaps, palmar flaps, and cross-finger flaps. 

Technical considerations include selection of the 
proper anesthetic, which may be either general or 
brachial plexus block. The latter is ideal in that it 
permits the patient’s co-operation in achieving a 
natural and comfortable position. A pneumatic 
tourniquet is applied during the preparation of the 
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defect and the raising of the flap, but the tourniquet 
is deflated before the flap is inset and the donor area 
skin is grafted. Under a bloodless field the defect is 
subjected to a minute but minimal excision with the 
object of removing nonviable tissue and regularizing 
its surface and margins. Loose fragments of bone 
are removed and the treatment of the nail and nail 
bed demands considerable judgment. 

There are three main considerations in planning 
and raising the flap: the flap should fit the defect 
exactly and lie in it without kinking, the flap should 
be viable, and the donor area must suffer no harm as 
a result of the raising of the flap. When a two-step 
procedure is employed, the optimum interval be- 
tween the first and second stages is the shortest 
time in which the flap can gain a sufficient blood 
supply from its new attachment to survive when its 
base is divided, usually from 1o to 14 days. Thenar 
and palmar flaps are particularly useful when in- 
juries occur in which their total nature precludes 
the primary use of flap grafting although it might 
otherwise have been indicated. If im such cases 
skin cover is secured by the use of split skin grafts, 
no account being taken of the underlying tissue de- 
fect, an opportunity to make good the defect may 
subsequently arise. STEPHEN A. ZIEMAN, M.D. 


Pseudomonas Pyocyanea in Burns. Its Role as a 
Pathogen, and the Value of Local Polymyxin 
Therapy. D. M. Jackson, E. J. L. Lowsury, and 
ELIZABETH TOPLEY. Lancet, Lond., 1951, 261: 137. 


In an exhaustive statistical survey of the patients 
with burns entering the wards of the Burns Research 
Unit of the Medical Research Council in Great 
Britain, the authors have evaluated the use of poly- 
myxin E locally on burns. Details of the bacterio- 
logic and control studies are described and the fol- 
lowing conclusions reached: 

1. Ao.1 per cent polymyxin E cream may be used 
for 6 weeks on burned areas including 25 per cent of 
the body surface without evidence of toxicity or sys- 
temic absorption. 

2. The treatment of contaminated burns with 
polymyxin lowered the incidence of contamination 
due to the Pseudomonas pyocyanea from 81 per cent 
to 26 per cent in 4 days. Protection from coliform 
bacilli is almost as effective. Staphylococcus and 
streptococcus organisms are not materially inhibited. 

3. Only 7 per cent of 162 patients with burns 
treated with polymyxin acquired Pseudomonas pyo- 
cyanea as compared to 24 per cent of 207 control 
burns. 

4. When polymyxin was used the healing time of 
areas of full-thickness skin loss was 5.2 weeks as 
compared to 8.5 weeks for patients not receiving 
polymyxin. In addition, 57 per cent of 28 patients 
treated with polymyxin were healed in 4 weeks, 
whereas 19 per cent of 43 control patients were 
healed in the same period. 

5. Graft failure and delayed healing are partially a 
result of Pseudomonas pyocyanea and coliform ba- 
cillus contamination, but these organisms seldom 


contribute to local complications such as those due 
to pyogenic bacteria. 

6. Systemic complications may possibly be caused 
by coliform and pyocyaneus organisms. It was con- 
cluded from statistical analysis that the Pseudo- 
monas pyocyanea contributes to the fatal outcome 
in the patients who die 7 days or more after the burn 
has occurred. 

7. Resistance to polymyxin is not acquired by the 
Pseudomonas pyocyanea. 

From these conclusions the authors presume that 
the routine use of polymyxin and penicillin applied 
locally in conjunction with other necessary burn 
treatment will lower the incidence of complications 
and hasten healing. Rosert L. Craic, M.D. 


Fatal Anaphylactic Shock after Penicillin (Shock 
anaphylactique mortel dd 4 la pénicilline). E. Cora- 
jop, FourRNEL, and CHATILLON. Acta chir. belg., 
1951, 50: 299. 

The authors were able to find in the literature only 
2 reports of fatal anaphylactic shock following the 
administration of penicillin, and they add 1 more 
such observation. 

A married woman, aged 39 years, had had left 
serofibrinous pleurisy 18 years prior to admission. 
Three days before entry into the hospital she de- 
veloped a subfebrile temperature and pain in her 
left chest. Aspiration furnished 1 liter of pus. The 
microscopic examination and cultures of the pus 
failed to demonstrate pneumococci. Daily intra- 
muscular injections of 400,000 units of penicillin in 
divided doses were given for a period of about 6 
weeks. The total amount of penicillin was approxi- 
mately 20 million units. Left thoracotomy with 
partial resection of the ninth rib was performed to 
establish drainage. In spite of this procedure and 
the administration of penicillin in the form of injec- 
tions and of aerosol, the fever persisted. Roentgeno- 
grams showed pachypleurisy on the left side, and a 
considerable distance between the lung and the chest 
wall. 

The fever subsided after thoracotomy which was 
performed 8 months after the first examination. 
Two weeks later a lipothymic syndrome appeared 
in the course of a pleural lavage. Two months later 
fever recurred and three penicillin injections were 
given in 1 day. After each injection the patient 
experienced a peculiar taste in her mouth, her con- 
junctivae were injected, and urticaria covered the 
entire body. One month later, following a pleural 
lavage with a solution of 100,000 units of penicillin 
in 200 c.c. of saline solution, the patient went into 
shock and developed dyspnea and urticaria. Two 
weeks later a lavage with 5,000 units of penicillin in 
100 c.c. of saline solution produced profound shock 
which necessitated artificial respiration and an in- 
travenous injection of novocain and phenergan. 
Two weeks later thoracoplasty was performed. In 
the evening of that same day a nurse who was 
administering a hypnotic used, by mistake, a syringe 
that had been used for the administration of penicil- 
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lin to another patient and had not been sterilized 
afterward. Three minutes after the use of this 
syringe the authors’ patient expired. 

JoserH K. Narat, M.D. 


ANESTHESIA 


Some Anatomic Considerations of the Infant Lar- 
ynx Influencing Endotracheal Anesthesia. 
James E. EcKENHOFF. Anesthesiology, 1951, 12: 401. 


The endotracheal technigue of administering 
anesthetic agents to infants and children is being 
employed with increasing frequency. The successful 
and innocuous intubation of the infant larynx and 
trachea requires an intimate knowledge of the 
anatomy of these structures, since in many respects 
they differ from those of the adult. Failure to recog- 
nize such variations can lead to laryngeal trauma and 
edema and even to death. In the infant the larynx is 
situated more cephalad than in the adult. With 
advancing age the structure moves lower in the neck 
so that in the adult, the glottis lies opposite the 
level of the interspace of the fourth and fifth cervical 
vertebrae. 

Of significance is the fact that because of the 
anatomical peculiarities of the infant larynx, a 
relatively small amount of edema will markedly re- 
duce the cross-sectional area of the laryngeal cavity 
at the level of the cricoid ring. Hence, it is readily 
apparent why a slight amount of edema in an infant 
causes so much difficulty, while adults rarely mani- 
fest respiratory distress after similar endotracheal 
anesthesia. 

Direct laryngoscopy may be considerably more dif- 
ficult in any infant than in the adult because (1) 
the larynx is situated more cephalad, (2) the infant 
tongue is relatively larger and depresses the epi- 
glottis on account of the position of the hyoid bone, 
and (3) the epiglottis is short, stiff, and U-shaped. 

Two illustrative case reports are presented, indi- 
cating the difficulties attending the intubation of in- 
fants and the necessity of an immediate tracheotomy 
following the development of postintubation edema 
of a sufficient degree to cause anoxia. 

Orvitte F. Grmes, M.D. 


The Importance of Anesthesia in Manometric and 
Radiologic Control of the Bile Ducts During 
Operation on the Biliary System (L’anesthésie 
en chirurgie biliaire sous controle manométrique et 
radiographique per-opératoire des voies biliaires). 
R. Feit, M. RADEMAKER, and M. TriAs Farcas. 
Lyon chir., 1951, 46: 573. 

This study is said to be based upon 1,400 clinical 
operations and 100 animal experiments, but the 
number of experiments in the text from which con- 
clusions are drawn is only about 70, and most of 
these experiments (perhaps all) were made on dogs. 

The important finding was that anesthesia with 
ether-oxygen does not give rise to changes in the 
biliary pressure. Premedication (barbiturates, mor- 
phine, atropine, antihistaminics), curare, abdominal 
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pushing or increased respiration, and acute changes 
in the arterial pressure (shock)—each of these 
factors in itself either gives an increase or decrease in 
the manometric pressure or leaves the biliary pres- 
sure unchanged. GERTRUDE J. VAN Eck, M.D. 


Studies in Wartime Anesthesia. RICHARD FOREGGER. 
Am. J. Surg., 1951, 82: 306. 


This report of wartime anesthesia records the ex- 
periences of an anesthetist in the field during World 
War II. Both elective and traumatic procedures 
comprise the surgery. 

The equipment and supplies available for anesthe- 
sia were described. For general anesthesia, oxygen, 
nitrous oxide, ether, ethyl chloride, and pentothal 
were obtainable. For regional anesthesia, metycaine, 
pontocaine, and procaine were available. An analy- 
sis of the types of anesthesia is included. A large 
number of operations were performed with regional 
anesthesia, especially operations of the extremities 
and the perineum. This may be attributed to the 
fact that an attempt was being made to evaluate this 
form of anesthesia for future combat use and to im- 
prove the techniques. Local anesthesia must be re- 
served for local operations. Extensive procedures 
require complete anesthesia of the body, usually with 
general anesthesia. Spinal anesthesia, often supple- 
mented with pentothal, was used frequently as many 
of the husky soldiers might have been difficult sub- 
jects for general anesthesia. 

Despite the relatively few anesthetic agents avail- 
able, the seriously wounded soldier was operated 
upon with comfort and safety. The complications 
which were seen appear to be related to the patient’s 
serious condition and to the management during 
anesthesia and operation rather than to the use of 
any particular anesthetic agent. Good anesthesia in 
these patients depends largely upon the application 
of fundamental principles learned in more ordinary 
conditions. The work demands special care because 
many of the patients are, or have recently been, in 
a state of shock and cannot be thoroughly prepared 
for operation. In the exercise of the skill necessary for 
the care of these patients, adequate auxiliary person- 
nel is necessary to the surgeon and the anesthetist. 

Mary FRANCES POE, M.D. 


Cardiac Arrest During Anesthesia; A Review of 
Cases. RicHarD AMENT, E. M. Papper, and E. A. 
ROVENSTINE. Ann. Surg., 1951, 134: 220. 


The actual factor precipitating cardiac arrest dur- 
ing anesthesia in surgery is rarely evident and this 
often leads to therapy that cannot be known to be 
definitive. A systole may follow overdose of the anes- 
thetic agents or other drugs used. It may occur on a 
reflexogenic basis with alteration of the normal con- 
duction mechanism. Under these circumstances 
prompt and rapid treatment should be most success- 
ful since one has a relatively normal myocardium 
with which to work. 

In the debilitated and aged, in the patients with 
cardiac disease, or in those with chronic anoxia, one 
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has more than a minimal handicap. Acute myo- 
cardial failures are no different on the operating table 
with a patient under the stress of a long and difficult 
procedure than elsewhere. An inadequate coronary 
circulation, whether it be due to arteriosclerosis with 
generalized narrowing of the vessel lumen, or to an 
area of total occlusion with a minimal collateral cir- 
culation, can maintain a vigorous myocardium only 
so long as the general circulation is adequate. With 
episodes of hypoxia and hypotension the nutrition 
of the myocardium is markedly diminished and when 
failure occurs there is little hope of effective resus- 
citation. The patient who has been subjected to long 
episodes of moderate respiratory obstruction or 
hypotension resulting in minimal hypoxic effects on 
the myocardium has had the stage set for an acute 
cardiac accident. 

The necessity for immediate institution of cardiac 
massage in instances of cessation of the cardiac ac- 
tivity is well established. Cerebral circulation im- 
mediately fails and cerebral anoxia results in the 
destruction of nervous tissue. 

In the clinical situation, there is great difficulty in 
determining the zero point—the point of cessation of 
cardiac activity. Early recognition of a cardiac 
accident on the operating table does not insure 
knowledge of the time lost prior to recognition. The 
last recorded pulse and blood pressure are the only 
concrete evidence available. Two or three minutes 
from the point of recognition are not necessarily soon 
enough to institute massage. Immediate cardiac re- 
suscitation is mandatory for a successful result. 

In the well co-ordinated operating team, little time 
need be lost in making a diagnosis. Once vigorous 
cardiac massage is instituted, sufficient oxygenated 
blood reaches the cerebral tissues to prevent imme- 
diate death of the cortical cells. 

A transverse incision through the fourth left inter- 
space probably represents the ideal method of expo- 
sure of the heart for massage. If upper abdominal 
surgery is in progress, however, extension of the orig- 
inal incision to the rib cage and through the dia- 
phragm will expose the heart to direct vision, and 
massage and intracardiac medication may be insti- 
tuted without delay. 

The use of intravenous drugs prior to the institu- 
tion of massage is wholly ineffective in the face of 
circulatory failure, as indicated in the cases present- 
ed. With the institution of massage, intravenous 
medication is still not carried to the heart in effective 
concentrations. Rapid intravenous infusions of 
fluids and blood may greatly aid in carrying medica- 
tion to the heart and in maintaining an adequate 
fluid volume and cardiac output. 

The use of drugs in cardiac resuscitation still re- 
mains a most controversial subject. Procaine has a 
potent depressant effect on the conduction system 
and also produces some direct myocardial action 
which alters the configuration of the electrocardio- 
gram. The theoretical efficacy of the use of a de- 
pressant drug in the presence of cardiac standstill is 
dependent upon one’s concept of the relationships of 


conduction system depression to cardiac arrest. In 
a standstill in which epinephrine is administered, the 
use of procaine to prevent sudden ventricular fib- 
rillation is well accepted in the literature. One hun- 
dred milligrams of procaine in 2 per cent solution is 
added to 0.5 c.c. of epinephrine (1 to 1,000) solution 
and given intra-auricularly. More recently, prones- 
tyl (procaine amide) has been used here. It is given 
in doses of 1 gm. in 10 per cent solution. 

In the presence of ventricular fibrillation, procaine 
or pronestyl therapy must be given a trial. Data 
from the authors’ laboratories strongly suggest the 
possibility of their value. The great difficulty in 
proving the presence of ventricular fibrillation, even 
with electrocardiographic evidence available, adds 
considerably to the controversy. The electric shock 
method of Beck may become a most important part 
of the armamentarium in ventricular fibrillation. 

The desirable duration of cardiac massage is un- 
determined. If no blood pressure is obtainable and 
the peripheral circulation appears stagnant, with no 
cardiac response to massage or medication, there can 
be little hope for successful resuscitation after a per- 
iod of 10 to 20 minutes. Once massage and medica- 
tion have effected a return of cardiac activity, one 
cannot assume that cardiac automaticity is com- 
pletely restored. Vigorous contractions of the heart 
occurring under the influence of drug therapy may 
cease suddenly once the peak of drug stimulation 
passes. The heart should be observed for 20 minutes 
and assisted when necessary. One cannot predict 
which heart will continue to beat without incident or 
which will have a sudden arrest within the next 12 
hours. 

Nine consecutive cardiac accidents which have oc- 
curred on the operating table at Bellevue Hospital in 
a 3-year period during approximately 28,000 major 
operative procedures are reported in detail. 

BENJAMIN GOLDMAN, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


The Peripheral Circulation During General Anes- 
thesia and Surgery. R. B. Lynn and RAtpa 
SHACKMAN. Brit. M.J., 1951, 2: 333. 


Changes produced in the peripheral circulation by 
general anesthesia may be evidenced by the flushed 
warm skin which develops and may be recorded 
by the use of a plethysmograph of the calf, foot, and 
hand. Limb flows were measured in the preanes- 
thetic period and throughout various operative pro- 
cedures. Among patients undergoing short and 
minor operations, an increase in limb flow began 
immediately after the induction of anesthesia, but 
the maximum increase in flow often did not develop 
until 15 to 30 minutes had elapsed. Among patients 
undergoing lengthy major operations, the increased 
flows were not maintained as the operation pro- 
gressed, and the final flows were generally as low as, 
or lower than, the preanesthetic level. 

The rapid onset of vasodilatation after the induc- 
tion of anesthesia suggests that the primary aliera- 
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tion in caliber of the peripheral vessels is an ex- 
pression of release of normal vasomotor tone and is 
due to the action of the anesthetic agent on the 
vasomotor center. However, this vasodilatation 
could be due also to a direct action of the anesthetic 
agent on the walls of the blood vessels. The develop- 
ment of relative vasoconstriction in the later stages 
of the major operations probably expresses a circula- 
tory readjustment for maintenance of the blood 
pressure. 

Since there is a limit to the duration and degree of 
vasoconstriction that can occur during lengthy 
major operations, it may be inferred that intense and 
prolonged vasoconstriction is indicative of maximal 
compensation and may presage overt clinical shock. 

Epwarp W. Grsss, M.D. 


Intra-Arterial Transfusion in Profound Shock. Sam. 
F. SEELEY. Current Res. Anesth., 1951, 30: 195. 


The author discusses the indications for the trans- 
fusion of blood, blood substitutes, and crystalloid 
solutions by the intra-arterial route. 

Since the shock state may appear as the result of 
a variety of conditions, some of which seem to be 
unrelated to hemorrhage or severe trauma, a graphic 
interpretation of its mechanism, symptoms, and 
treatment is given. 

The kinds of shock considered are: (1) hemor- 
rhagic, caused by gross loss of blood, apparent or 
concealed; (2) traumatic, in which the main feature 
is (a) external violence to a large group of muscles 
or to the intestines, (b) extensive freezing, or (c) 
burning of the tissues; (3) vasogenic, occurring in 
poisoning with rattlesnake venom (crotalin), in 
which the effect on the capillary bed is the most 
prominent feature (the role of hemolysis, in- 
creased capillary permeability, and generalized 
vasodilatation, all of which occur in crotalin poison- 
ing, serves to emphasize the manner in which these 
processes influence the shock state); (4) neurogenic, 
such as the acute syndrome of collapse resulting 
from a sudden blow to the epigastrium or testicle; 
and (5) circulatory, in which the venous blood to 
the heart is impeded (this type of shock is included 
to show the mechanism of circulatory failure and 
to indicate the similarity of the late findings with 
those observed in other types of shock). 

When disparity occurs between the volume of 
the circulatory tree and the volume of blood within 
the tree, then similarity of the shock state becomes 
apparent as decreased cardiac output and oligemia 
induce hypotension and anoxemia. The major dif- 
ference between shock caused by hemorrhage and 
that caused by trauma is the early onset of hemo- 
concentration following trauma. Hemoconcentra- 
tion is one of the most faithful signs early in shock 
caused by trauma, freezing, or burns, since plasma 
loss through the damaged capillaries results in con- 
centration of the cell mass. At a similar stage in 
hemorrhagic shock, the loss of blood involves not 
only the cell mass, but also the plasma content. 
Hemoconcentration develops as additional plasma 
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is lost through the damaged capillaries. The vi- 
cious cycle is portrayed as occurring at that stage 
of low blood pressure and anoxemia which results 
in generalized tissue anoxia. Progression around 
this circle is shown by the failure of intravenous 
therapy. In early stages of tissue anoxia the capil- 
laries may be entirely capable of retaining crystal- 
loid solutions and recovery may be effected by this 
measure alone. However, further progression so 
damages the capillaries that crystalloid solutions 
will not be retained. Thus, larger and larger mole- 
cules may escape through the capillary walls until 
the stage is approached when blood plasma ele- 
ments will not be retained by the capillaries. It is 
at this stage that “irreversible shock” may be de- 
fined. Emphasis must be placed on the necessity of 
relieving oligemia before tissue anoxia results in 
irreversible capillary damage. 

Tachycardia precedes drop in the blood pressure, 
especially in shock caused by trauma and in hemor- 
rhage. Active treatment is essential when the pulse 
rate exceeds 120 in the presence of normal blood 
pressure. It is believed that a gradually increasing 
pulse rate and peripheral vasoconstriction are at- 
tempts on the part of the circulatory apparatus to 
supply adequate oxygen to the vital tissues during 
the period of progressive reduction of the blood 
volume. For this reason, a fall in the blood pres- 
sure may be considered the failure of the clinician 
to recognize the early stages of impending shock. 

In progressive reduction of the blood volume, an 
essential feature presented is peripheral vasocon- 
striction. Adequate, early vasoconstriction may re- 
sult in recovery, provided the remaining circulatory 
volume is sufficient to supply the viscera including 
the brain. Continuation of the primary process will 
result in anoxemia and initiation of the vicious 
cycle. In such states replacement of the blood vol- 
ume is mandatory. Warmth to the patient is re- 
quired but the application of excessive heat ex- 
ternally causes vasodilatation which reduces the 
effective circulating volume and may initiate the 
vicious cycle even though the primary process may 
have been stabilized. 

Sympathetic stimulation is indicated by the use 
of vasoconstrictor drugs only in the early stages of 
neurogenic shock. In other types of shock vaso- 
constrictor drugs serve to reduce the volume of the 
vascular tree, but cannot satisfy the demand for 
blood volume, replacement of which is necessary 
for recovery. 

When the shock state has reached the stage at 
which the blood pressure is lowered, laboratory aids 
fail to give an accurate estimate of the disparity 
between the volume of the circulatory tree and the 
circulating volume. In hemorrhage when anoxia 
has not caused the loss of plasma into the tissues, 
whole blood is required in an amount which will 
restore a normal ratio between the cells and the 
plasma as determined by hematocrit studies. In 
case of plasma loss, enough plasma is required to 
restore hemoconcentration to normal levels. 
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In cases in which an undetermined amount of 
blood has been lost to the circulation, it is manda- 
tory to replace sufficient fluid to the circulation to 
ensure adequate filling of the circulatory tree, which 
will make it possible to maintain the mean blood 
pressure at any level. Since it is difficult to esti- 
mate the amount which will be required, the prin- 
ciple of intra-arterial replacement of blood was de- 
veloped. 

When the rate of hemorrhage is not too rapid, an 
open system may be employed, the reservoir con- 
taining blood being elevated to a height which will 
insure the flow of blood. Since in most cases blood 
must be transfused rapidly, a closed system is em- 
ployed routinely. This consists of an additional 
bottle interposed between the pump and the bottle 
containing blood with a manometer attached which 
indicates the pressure being exerted. Porter, 
Sanders, and Lockwood employ a special appa- 
ratus in which oxygen is used instead of air. 

Under emergency conditions and when the site 
of hemorrhage is not in the iliac artery or aorta, it 
is preferable to introduce blood into the femoral 
artery. This can be done rapidly without exposing 
the vessel. When abdominal surgery is performed 
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or in cases in which hemorrhage is presumed to 
arise from the iliac vessels or aorta, a needle or 
cannula is placed in the radial artery, after its ex- 
posure, and tied in place. After completion of the 
transfusion the artery may be ligated but, prefer- 
ably, it may be sutured. Intra-arterial transfusions 
have been given into the abdominal and ascending 
aorta, but any large artery may be employed. 
Spasm and pain distal to the site of injection are 
overcome by local anesthesia, and in the extremi- 
ties a tourniquet is placed below the site of injec- 
tion. A 15-gauge needle is recommended and con- 
sidered sufficient to overcome profound shock. 

A serious hazard exists in the form of air em- 
bolism and therefore blood should not be intro- 
duced under the pressure of air or oxygen without 
the closest supervision. Large amounts of air may 
be introduced when the reservoir empties. The 
hazard of gangrene must be kept in mind and re- 
quires perfusion of the extremity distal to the site 
of the injection not less than every 15 minutes. 
Intra-arterial transfusion is employed only until the 
blood pressure levels become stabilized, and then 
transfusion is continued by vein in the usual man- 
ner. Joun H. Mouaront, M.D. 

















ROENTGENOLOGY 


Agenesis of the Corpus Callosum; Lipoma of the 
Corpus Callosum. ArcHIE SHEINMEL and LEwIs 
R. LAWRENCE. Radiology, 1951, §7: 15. 


The roentgen diagnosis of developmental anom- 
alies of the corpus callosum is of comparatively re- 
cent origin. The first report on roentgenographic 
recognition of agenesis of the corpus callosum was 
published by Davidoff and Dyke in 1934. Since then 
only ten other reports have appeared dealing with 
a total of 20 similar cases. The literature on lipoma 
of the corpus callosum as a distinct roentgenographic 
entity is even scantier. Five articles describing a 
total of 6 cases and citing 3 additional unpublished 
cases constitute the entire material available up to 
date. In view of this rarity of reports, the authors 
wish to place on record the 2 cases which they ob- 
served during the last 18 months and which repre- 
sent samples of each of the two anomalies. 

The case of agenesis of the corpus callosum pre- 
sented six of the seven cardinal roentgenographic 
features described by Davidoff and Dyke and subse- 
quently confirmed by Bunts and Chaffee. These 
were: (1) marked separation of the lateral ventricles; 
(2) angular dorsal margins of the lateral ventricles; 
(3) concave mesial borders; (4) dilatation of the 
caudal portions of the lateral ventricles; (5) elonga- 
tion of the interventricular foramina; and (6) dorsal 
extension and dilatation of the third ventricle. The 
seventh feature, i.e., the radial arrangement of the 
mesial cerebral sulci around the roof of the third ven- 
tricle with their extension through the zone normally 
occupied by the corpus callosum, was not demon- 
strated. Clinically, the patient, who was a 24-year- 
old white male, had the two most important findings 
set forth by Bunts and Chaffee, namely, subnormal 
intelligence and convulsive seizures which had nei- 
ther a typical pattern nor definite localizing value. 

The case of lipoma of the corpus callosum was 
characterized by features which could already be 
visualized on the preliminary roentgenograms of the 
skull. These consisted of an ovoid area of radio- 
lucency located in the inferior part of the fronto- 
parietal region on the lateral film and of symmetri- 
cally disposed linear calcifications on the posteroan- 
terior film. Complementary air studies disclosed 
marked separation of the anterior segments of the 
lateral ventricles by a space-occupying midline lesion 
best demonstrated in the upright sagittal, posteroan- 
terior sagittal, and Towne’s projections. Clinically, 
the patient, who was a white male 20 years of age, 
had nonspecific convulsive seizures but his intelli- 
gence was unimpaired except that he was underde- 
veloped psychosexually and exhibited a dependent 
attitude. 

The authors discuss the roentgen differential diag- 
nosis of both of these lesions from tumors of the 


97 


PHYSICOCHEMICAL METHODS IN SURGERY 


corpus callosum, congenital cysts of the cavum septi 
pellucidi, and other midline tumors arising from the 
adjacent structures. They also consider the striking 
similarity of the air encephalographic patterns which 
are encountered in agenesis and lipoma of the corpus 
callosum. The most important differentiating point 
is the frequently elevated position of the dilated 
third ventricle in agenesis. The elongation and 
prominence of the interventricular foramina, and the 
peaked or angular dorsal margins of the lateral ven- 
tricles in agenesis are additional differentiating fea- 
tures. When these findings occur concomitantly, the 
resulting “‘bat-wing” appearance is pathognomonic 
of agenesis. T. Levcutia, M.D. 


Indications for Roentgen Therapy in Cancer of the 
Breast (Indicaciones de la roentgenterapia en el 
cancer de la mama). José Luis Motrnari and Luts 
Ricarpo Butta. Radiologia, 1951, 14: 16. 


The authors review the various opinions expressed 
at the Annual Meeting of the American Radium 
Society in 1948, and offer their own opinion, but 
present no statistics. 

They believe that in its first stage, carcinoma of 
the female breast must be treated by radical 
mastectomy. When there is invasion of the axillary 
lymph nodes, postoperative roentgen therapy must 
be administered as soon as possible. 

In the borderline cases, preoperative roentgen 
therapy should be followed by radical mastectomy, 
and postoperative roentgen therapy after the 
pathological study. 

The inoperable cases, recurrences, and metastases 
must be treated with roentgen therapy. For cases of 
multiple osseous metastases the authors advise 
teleroentgen therapy. 

In carcinoma of the male breast, surgical resection 
and postoperative irradiation is advised. 

Francisco Campoy, M.D. 


Spontaneous Rupture of the Esophagus; with the 
Report of 5 Cases. CHar Es A. PRIVITERI and 
Brit B. Gay, Jr. Radiology, 1951, 57: 48. 


The authors made an exhaustive review of the 
literature dealing with spontaneous rupture of the 
esophagus and were able to collect only 92 cases, in- 
cluding their own 5 cases reported in the present 
article. Whereas prior to 1944 most cases had 
terminated fatally, since then; because of improved 
methods of diagnosis and treatment, 16 survivals 
were observed among a total of 40 cases. 

The pathological, clinical, and roentgenological 
aspects are discussed in detail. Although the diag- 
nosis can often be made on the basis of the history 
and clinical findings, roentgen examination is of 
valuable aid in confirming the diagnosis and es- 
pecially in demonstrating the various complications 
arising from the esophageal rupture. 
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TABLE I.—COMPOSITE ROENTGENOGRAPHIC 
FINDINGS IN SPONTANEOUS RUPTURE OF 
THE ESOPHAGUS (THIRTY-FIVE CASES, IN- 
CLUDING THE AUTHORS’) 


Negative posteroanterior chest examination*......... 3 
Hydro (pneumo) thorax, left 

With emphysema, cervical or mediastinal.......... 12 

Without Other SINGIGGS 56.0. 6:6:0:0 <.0:0:0:08:0:6:6156 6.6 0's 7 
Hydro (pneumo) thorax, right 

With emphysema, cervical or mediastinal.......... I 

Witnout Other HGS 6.100 <ccivceiesiscccescssees 2 
Hydro (pneumo) thorax, bilateral 

With emphysema, cervical or mediastinal.......... 3 

WETOUE OURET TINGINOS 5.5.0.6 0:60.50 510 '05053 0/565: 50 6 2 es I 
Emphysema, cervical and/or mediastinal onlyf....... 5 
Tension pneumothorax, lel. ......0.6:60066002e. secre ee I 
Chest GUMS WNEATSIACLOLY.« 05.6 sooic os csieeccamcee nnn I 


*These 35 cases are the only ones found in the literature 
with adequate roentgen studies. 

jOne patient had a negative chest film (included above), 
but retropharyngeal and mediastinal air was demonstrated 
on a lateral roentgenogram of the neck. 


The 5 personal cases are described in short ré- 
sumés, reproductions of typical roentgenograms 
being used to illustrate the salient points. 

Adequate data of roentgenologic examination were 
collected in 35 cases. These are given in Table I. 

As may be noted, the most common roentgen 
findings in spontaneous rupture of the esophagus are 
hydrothorax, hydropneumothorax, and emphysema 
of the mediastinum, neck, or both. The authors 
emphasize that in order to establish a precise diag- 
nosis, demonstration of an esophageal fistula may 
also be necessary. Hydrothorax and hydropneumo- 
thorax may be observed in various other lesions 
and emphysema of the tissues may originate from the 
respiratory tract. However, when pleural effusion 
and, especially, emphysema are associated with 
severe pain in the chest or epigastrium and shock, 
or when they follow a brain operation and the patient 
goes into shock, spontaneous rupture of the esopha- 
gus should be suspected. In such instances an 
esophagram, preferably with lipiodol, should be 
obtained, if possible, to demonstrate the esophageal 
fistula. This examination also helps to determine the 
site and extent of the fistula, thus permitting a 
more accurate surgical approach. 

A bibliography of 64 articles is appended. 

T. Levcutia, M.D. 


Extramucosal IntramuralEnteric Cyst of the Esoph- 
agus. A Case Report. BERNARD D. ROSENAK and 
HELEN D. Van Vactor, Am.J. Roentg., 1951, 66: 81. 


The authors report a case of enteric cyst of the 
esophagus which was treated surgically. The pa- 
tient, a male aged 53 years, on October 8, 1947, com- 
plained of a dull pain located in the substernal region 
and epigastrium. The pain was moderate in degree 
and of brief duration. It did not radiate in any direc- 
tion and was not accompanied by nausea, vomiting, 
diarrhea, or fever. This was the first attack, al- 
though 3 weeks prior he had noticed some dysphagia. 
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Roentgen examination revealed in the oblique views 
of the chest a well defined, rounded mass located 
posteriorly in the mediastinum at a level of the sev- 
enth and eighth dorsal vertebrae. Roentgenograms 
showed a lesion compressing the esophagus antero- 
posteriorly and widening of the esophagus with thin- 
ning of the column of barium and obliteration of the 
mucosal pattern in the anteroposterior view at the 
level of the previously determined tumor mass. Sur- 
gery was performed on February 9, 1948. A large 
extramucosal cyst was removed from the wall of the 
esophagus. 

This case is representative of a rare condition, 
enteric cyst of the esophagus, one of a small group of 
benign tumors of this organ. Cysts of enteric origin 
can and do occur any place along the gastrointestinal 
tract. They may or may not be attached to the 
esophagus. Their lining consists of gastric or intesti- 
nal mucosa, or both. Esophageal enteric cysts are 
encountered more often in adults and are commonly 
located in the lower half of the esophagus. 

The treatment of extramucosal tumors of the 
esophagus is surgical. One cannot always be sure of 
the exact nature of the tumor so that early explora- 
tion is advisable. Frank L. Hussey, M.D. 


Transit Time Through the Small Intestine. Lars 
LONNERBLAD. Acta radiol., Stockh., 1951, Supp. 88. 


Stimulated by Laurell’s investigations on acute 
abdominal conditions, the author carried out a series 
of experiments to determine the normal variability 
of the transit time of the opaque medium through the 
small intestine. The present monograph sets forth 
the results obtained in a very lucid and concise man- 
ner. 

The subject is divided into 9 chapters and pro- 
fusely illustrated with roentgenographic reproduc- 
tions of excellent quality, depicting convincingly the 
salient points of discussion. The chapters bear the 
following titles: review of the literature; contrast 
medium; test subjects; methods; transit time in 1 
year olds; transit time in g to 10 year olds; transit 
time in 18 to 25 year olds; short comparison of the 
results; and some aspects of the pattern, segmenta- 
tion, and fluid levels. 

The author used a barium sulfate suspended in dis- 
tilled water, in a proportion of 1 to 2 by weight and 
sweetened with sodium saccharine to make it more 
palatable, as a contrast medium especially for chil- 
dren. The amount administered was 55 ml. to the 
1 year olds, 110 ml. to all but 30 of the g to 10 year 
olds, and 200 ml. to the 18 to 25 year olds. Of the 
persons examined, 43 belonged in the first, 163 in the 
second, and 114 in the third age group. 

The transit time was determined by measuring 
the interval between the ingestion of the barium 
meal and its passage through the ileocecal valve, al- 
though it was often found difficult to evaluate the 
latter precisely. The author used statistical methods 
to compute the mean value and the deviations from 
it. No appreciable variation of the transit time was 
observed in the three age groups. Thus, the mean 














transit time amounted to 234 hours (168 minutes) 
in the 1 year olds, 24 hours (148 minutes) in the 9 to 
10 year olds, and almost 3 hours (178 minutes) in the 
18 to 25 year olds. The deviations from the mean 
value ranged from 1% to 6 hours in the 1 year olds, 
from % hour to 8 hours in the g to ro year olds, and 
from % hour to 9 hours in the 18 to 25 year olds. 
In 30 children of the 9 to 10 year old group two ex- 
aminations were made by giving 45 ml. of barium the 
first time and 110 ml. the second time. The definite 
prolongation of the transit time was noted at the 
first examination which indicated that a small 
amount of contrast medium takes longer to pass 
through the small intestine than a large amount. 
In analyzing these results, the author concludes 
that a transit time of 30 minutes or Jess may be en- 
countered in healthy persons. Emotional factors 
(fright, apprehension) could not be shown to influ- 
ence the transit time markedly, although in the 9 to 
10 year olds, who were apprehensive at the first ex- 
amination, some difference was noted. On the other 
hand, the standard deviation of a single determina- 
tion could amount to about 1 hour, which means that 
individually the transit time could vary as much as 1 
to 5 hours without appreciable change in the empty- 
ing time of the stomach. T. Levcutia, M.D. 


Reversibility in Ulcerative Colitis. JosrrH B. Krrs- 
NER, WALTER L. PALMER, and ArtHuR P. Ktorz. 
Radiology, 1951, 57: 1. 


Ulcerative colitis is a chronic disease characterized 
by remissions and exacerbations. The literature is 
rather rich in articles emphasizing its tendency to 
progress and the high incidence of complications 
which follow such progression. The potential re- 
versibility of the disease, however, has received only 
scant attention. 

The authors present the résumés of the clinical 
case records of 24 patients in whom the ulcerative 
colitis under proper medical management had either 
completely subsided or markedly improved. Numer- 
ous roentgenographic reproductions are used to il- 
lustrate the status of the barium-filled colon before 
and at various intervals after the treatment. 

The material is subdivided as follows: 

1. Ulcerative colitis with normal roentgen findings 
followed by complete healing: 3 cases. The authors 
stress that these 3 cases are representative of a much 
larger group as, in approximately one-third of the 
patients with ulcerative colitis, roentgen examina- 
tion of the colon shows normal findings. Two of the 
3 patients have remained well for 7 years. 

2. Severe ulcerative colitis followed by complete 
healing: 4 cases. In this group are included those 
cases in which the ulcerative colitis was severe clin- 
ically, proctoscopically, and roentgenologically, and 
later complete disappearance of the roentgen changes 
was observed. In 2 patients the condition started to 
improve while contemplated surgical intervention 
was being awaited and which subsequently was not 
required. One patient has now remained well for 11 
years, another for ro years. 
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3. Severe ulcerative colitis followed by complete 
clinical healing and pronounced roentgen improve- 
ment: 7 cases. Five of the patients in this group 
were seriously incapacitated; for 3, long hospitaliza- 
tion was necessary. The roentgen manifestations of 
the disease, which were very pronounced at the ini- 
tial examination, regressed markedly later. 

4. Severe ulcerative colitis followed by pronounced 
roentgen improvement and subsequent recurrence: 2 
cases. In 1 of these cases the disease culminated in 
carcinoma of the colon after 32 years; in the other a 
definite recurrence of the ulcerative colitis was noted 
roentgenologically after an apparent healing of 314 
years. 

5. Severe ulcerative colitis followed by clinical re- 
covery with persisting roentgen changes: 8 cases. In 
this group sustained clinical recovery was obtained 
and most of the patients resumed normal bowel hab- 
its. Repeated roentgen studies, however, failed to 
show disappearance of the abnormal findings. In 1 
case total colectomy was performed subsequently. 

All in all, the results obtained in the 24 patients 
clearly demonstrate that the usually progressive clin- 
ical course of ulcerative colitis is reversible and that 
the initially observed roentgen manifestations of the 
disease may completely disappear or show marked 
amelioration. The treatment consisted basically of 
prolonged rest, sedation, restoration of normal nutri- 
tion, control of infection, psychotherapy, and more 
recently the administration of ACTH. The authors 
believe that prolonged rest and reorientation to emo- 
tional problems are the most important factors in the 
success of treatment. Experience shows that pa- 
tients who are able to negotiate the initial critical 
phases of the illness subsequently deal with recur- 
rences in an increasingly effective manner and ulti- 
mately achieve excellent or satisfactory health. 

T. Leucutia, M.D. 


Osteitis Pubis and Its Treatment by Roentgen Ir- 
—_— T. Levcutia. Am. J. Roentg., 1951, 66: 
395- 

Osteitis pubis, also described under the names of 
periostitis pubis or osteochondritis pubis, is a dis- 
tinct clinical entity which, although first observed 
by Beer in 1924, has acquired definite clinical signif- 
icance only during the past few years. 

The disease is self-limited, consisting of a non- 
suppurative osteonecrosis which usually begins at 
the symphysis and extends to the pubic bones or, in 
the more severe cases, as far posteriorly as the ischial 
tuberosities. A review of the literature reveals that 
until recently cases of frank osteomyelitis pubis or 
suppurative infections spreading to the os pubis 
were included in the collected cases of osteitis pubis 
which led to confusion as to the true nature and 
especially treatment of the condition. Although 
osteitis pubis has a favorable outcome even if no 
treatment is given, cases are described in the litera- 
ture in which unnecessary surgical interventions, 
such as resection of the affected area, wiring of the 
symphysis, and even spinal chordotomy, have been 
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TABLE I.—THE INCIDENCE OF OSTEITIS PUBIS 
AS AN AFTERMATH OF VARIOUS UROLOGIC 
OPERATIONS 


Type of operation (or other cause) Cases 
SUPTAPUDIC PPOSEALECLOMY.. ..... 6.5 oie ies eeeesees 68 
Retropubic. prostatectOMy ....... nsec cscceseecaswns 29 
TANBUTEENTAl TESECUION 5 sio.0ic5.60 00.500 cvew esau arcs ” 
POTTAD CH SPOCUOTAY 5 50.6.0 '<.svie:n i0:5,025 5 2 8a i9s Se siero ei KaNe 4 
Perineal PLOBstAtectOMy’ 6 << 6<.06 6.600.040 o'005.606550:00 3 
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advised or performed because of a mistaken apprais- 
al. If only the undoubted cases of osteitis pubis are 
taken into consideration, the total number of the 
recorded cases amounts to 116, 83 of which were 
reported since 1947. It is probable, however, that 
the incidence is considerably higher. 

Osteitis pubis occurs nearly always as an after- 
math of urologic surgery. The incidence in relation 
to various urologic operations in the cases collected 
from the literature is shown in Table I. 

The cases in which osteitis pubis was reported 
secondary to nonurologic surgery, such as _ her- 
niorrhaphy or symphysiotomy, practically all 
proved to be cases of frank osteomyelitis or osteitis 
pubis complicated by osteomyelitis. Occasional cases 
are recorded in which external trauma to the sym- 
physis and pyelonephritis are given as the possible 
etiologic factors. 

The clinical picture of osteitis pubis is completely 
dominated by the excruciating pain and the almost 
tetanic contractions of the muscles whenever they 
pull on the affected portions of the affected bone. 
In many instances complete disability develops, last- 
ing for months. 

The roentgenographic changes are typical and 
constitute the most important objective findings in 
arriving at the correct diagnosis. These are de- 
scribed in detail for the (a) prodromal stage, (b) de- 
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structive stage, and (c) regenerative stage of the 
disease. 

The prognosis in the uncomplicated cases of 
osteitis pubis is invariably good. Five patients are 
cited in the literature who presumably died from the 
disease, but suppuration was present in 4 of them 
and the fifth patient had the complication of 
pneumonia. 

At least five theories have been advanced for the 
explanation of the cause and pathogenesis of osteitis 
pubis. These are: (1) the theory of infection of the 
traumatized os pubis which postulates that two 
prerequisites are necessary to initiate the process: 
(a) injury of the periosteum of the os pubis or its 
nutrient vessels, and (b) the spilling of urine or septic 
material on the traumatized bone; (2) the theory 
of acute atrophy or aseptic necrosis of the os pubis, 
similar to Sudeck’s atrophy, observed in conjunction 
with trauma to the small bones of the hands and feet 
and more rarely to other skeletal bones; (3) the 
theory of extension by continuity from infection of 
the space of Retzius or of other prevesical spaces; 
(4) the theory of lymphatic spread from a low grade 
pelvic cellulitis; and (5) the theory of injury by the 
boomerang needle used in urologic surgery. 

Since osteitis pubis is self-limiting, the purpose 
of the treatment is to alleviate the severe symptoms 
and to shorten the clinical course of the disease. 
Roentgen therapy, either alone or in combination 
with other methods, is of definite value in accom- 
plishing both. The résumés of 4 case histories, to- 
gether with roentgenograms taken before and at 
various intervals after treatment, are presented to 
illustrate this. It is recommended that focal doses 
of 75 to 100 roentgens be given at triweekly intervals 
with 200 kv., 1 mm. of copper, until the acute symp- 
toms have subsided, and at gradually spaced in- 
tervals thereafter. The pain is relieved within a few 
weeks or months and the period of disability is re- 
duced from an average of 10 months to an average 
of 6 months. A complete reossification of the bone 
is obtained within 1 to 2 years. 

T. Leucutia, M.D. 














CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


The Efficacy of Hemostatic Agents in the Presence 
of Anticoagulant Therapy. Haroitp LaurMan, 
FREDERICK W. PRESTON, and ROBERT BourRDEAU. 
Arch. Sirg., 1951, 63: 60. 

Experiments were done on dogs to determine the 
efficacy of gelatin sponge applied locally as a hemo- 
static agent to animals whose blood coagulability 
was altered by the administration of heparin and 
dicumarol. Wounds of uniform size were made in the 
spleen of the dogs and gelatin sponge was applied. 

In a series of control animals, who received no anti- 
coagulants, the gelatin foam was effective in control- 
ling the bleeding from these wounds. When the 
blood coagulation time or prothrombin time was 
within or not far beyond the recognized safe thera- 
peutic limits, hemostasis was also effective. How- 
ever, when such limits were exceeded the gelatin 
sponge could not be relied upon and the animals 
usually died from intraperitoneal hemorrhage. 

The authors cite 3 patients on whom embolec- 
tomies were performed during heparinization. 
Hemostasis in the operative wounds was aided by 
gelatin sponge, and no interference with wound heal- 
ing occurred. 

These results appear to indicate that when surgery 
is performed in the presence of anticoagulant thera- 
py, gelatin sponge can be depended on for hemostasis 
of the oozing surfaces provided that the therapeutic 
levels of anticoagulant therapy are not exceeded. 

FREDERICK W. PrEsTON, M.D. 


Hypertrophic Scars. Rainsrorp Mowtem. Brit. J. 
Plast. Strg., 1951, 4: 113. 

This article is a discussion of the factors tending 
toward the development of hypertrophic scars and 
of the possible means of prevention of this hyper- 
trophy in scars. 

Infection, movement, and tension are well known 
factors in this process. However, hypertrophic scars 
occur many times when these conditions are absent. 

The author, together with Fell and Gluecksmann, 
in studying such scars, found foreign bodies of vari- 
ous sorts. These included cotton and wool fibers, 
silicates, and, in a large proportion, hair follicles and 
sebaceous glands or their remnants. The particular 
substance responsible for the hypertrophy was found 
to be keratin. The reaction to this foreign body may 
by systemic or local, the latter type of reaction being 
the more important. Therefore, the skin which is 
most likely to produce this response should have 
several characteristics. Skin containing a fair 
amount of lanugo or a larger number of sebaceous 
glands, as in sweating areas, is more likely to present 
a hypertrophic scar. The thickness of the skin is also 
important, and the likelihood that hair follicles or 
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sweat glands will be included in the scar will increase 
in proportion with the thickness of the skin. 

The control of hypertrophy may be achieved in 
several ways. The first may be by desensitization to 
the local foreign body, which in the case of keratin is 
very difficult. The reduction of activating factors 
by the exclusion of exogenous and endogenous 
foreign body material is the second method of con- 
trol. The best method of control available at present 
is the use of radiotherapy in those instances in which 
the development of hypertrophy is to be expected. 

DonaLp C. Geist, M.D. 


Local Factors in the Histogenesis of Hypertrophic 
Scars. A. GLUECKSMANN. Brit. J. Plast. Surg., 
1951, 4: 88. 

The present article is concerned with the local fac- 
tors which influence the histogenesis of hypertrophic 
scars and keloids. The author distinguishes keloids 
as hypertrophic scars which tend to spread and not 
undergo spontaneous regression, the difference, then, 
being quantitative rather than qualitative. The 
author presents a histologic study of a thumb scar 
irritated by liquid mercury with a graphic picture of 
the role of a foreign body in scar formation. Experi- 
mental observations were made on rats, using im- 
planted epidermal grafts, and a comparison was 
made of the histological progress of these scars and 
those of human hypertrophic scars. 

Acne keloids are thought to be parallel to keloids 
caused by endogenous particles, and so called ‘‘orna- 
mental keloids” are examples of keloids produced by 
exogenous foreign bodies. 

To some extent, the author attributes the inci- 
dence of keloids to local factors present in certain 
races, age groups, and possibly the female sex. Sys- 
temic factors are important in the incidence of kel- 
oids. The direct systemic effect of hormone stimula- 
tion is discussed. | W. Foster Montcomery, M.D. 


Radiotherapy in the Prevention and Treatment of 
Hypertrophic Scars. W. M. Levitt. Brit. J. 
Plast. Surg., 1951, 4: 104. 

The author discusses the use of radiotherapy as a 
preventive measure for hypertrophic scars, and 
discusses in turn (1) the undesired effects on the skin, 
(2) the dosage formula and its relation to undesired 
effects, and (3) the prevention and treatment of hy- 
pertrophic scars based upon a knowledge of the rela- 
tion of the dosage formula and untoward effects. 

The principles of technique developed include (1) 
low kilovoltage (50 to 80), (2) shortest possible 
treating distance, (3) minimal surface area exposure 
obtained by accurate close covering with sheet lead, 
(4) dose adjusted to produce a faint erythematous re- 
action, (5) proper interval between dosage, and (6) 
in any preoperative treatment the exposure should 
precede operation by about 1 week. 
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The author favors a combination of preoperative 
and postoperative treatment. The treatment of 
developed hypertrophy is an individual matter, and 
the indications and techniques are discussed. 

W. Foster Montcomery, M.D. 


Three Cases of ‘“‘Cat’s Paw Disease” Observed in a 
Mediterranean Region. (A propos de trois cas de 
“maladie des griffes du chat” observés dans la région 
méditerranéenne). STEHELIN and Mantoux. Bull. 
Soc. méd. Paris, 1951, 67: 850. 


A physician experienced pain in his left inguinal 
region and noticed there an enlargement of a lymph 
gland. Three days later fatigue and a rise of temper- 
ature developed. The physical examination dis- 
closed 2 hard, mobile, enlarged glands in the affected 
region and a scratch above the left knee. Blood cul- 
tures were negative. No parasites were found in the 
stools and the urine examination was negative. 
There was a moderate leucocytosis. The history re- 
vealed that the patient had been scratched by a cat. 
Lysis followed the administration of aureomycin, 
penicillin, and streptomycin. Intradermal injection 
of a specific antigen gave a positive reaction. A fis- 
tula which formed in the left inguinal region yielded 
abundant, gram-negative greenish pus. The cul- 
tures remained sterile. The serodiagnostic test for 
tularemia gave negative results. Asthenia lasted 
several weeks but the patient recovered. Aureomy- 
cin had a beneficial effect on the temperature but did 
not prevent the evolution of the condition. Penicil- 
lin and streptomycin apparen'tly were ineffective. 

A child, 11 years of age, developed a subfebrile 
temperature and left axillary adenopathy. Incision 
yielded 30 c.c. of odorless, greenish pus which con- 
tained altered leucocytes. No tubercle bacilli could 
be recovered from the pus and cultures remained 
sterile. The child had been scratched by a cat. The 
intradermal injection of antigen obtained from the 
first patient gave a strong reaction. The child re- 
covered. 

A similar condition was found in a 5-year-old girl 
over the right acromioclavicular articulation. The 
skin reaction after administration of the antigen 
from the first patient was positive. 

Josery K. Narat, M.D. 


A Pseudovenereal Form of ‘‘Cat’s Paw Disease.”’ 
(Forme pseudo-vénérienne de la “maladie des griffes 
du chat”). B. Duperrat. Bull. Soc. méd. Paris, 
1951, 67: 848. 

A man, aged 30, had an enormous, fluctuating bu- 
bo in his left groin and 2 indurated lymph glands be- 
low it. Another painful, hard node was palpated in 
the left inguinal region. The condition was of 2 


weeks’ duration. No genital or anal lesion could be 
found and there was no urethral discharge. 

His wife, aged 34, had a painful bilateral inguinal 
lymphadenopathy. The glands were immobile, well 
circumscribed, and very sensitive. 

A tentative diagnosis of conjugal Nicolas-Favre’s 
disease was made. The Frei and Kahn reactions as 
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well as the results of microscopic examination of the 
fluid aspirated from the lymph glands furnished 
negative results. No Ducrey or Neisser bacteria 
could be found. 

A close investigation disclosed that a kitten had 
scratched both patients. Intradermal reaction with 
a specific antigen was positive. 

The man recovered after an incision, while the 
lesion in the woman responded favorably to aureo- 
mycin. 

Apparently, cats’ paws act as a vector of this new 
clinical entity. Joseru K. Narat, M.D. 


Malignant Melanoma. Mims Gace and WILLIAM 
Dawson. Ann. Surg., 1951, 133: 772. 


Malignant melanoma is a much misunderstood 
and mismanaged disease. The high incidence of local 
recurrence following its surgical treatment is evi- 
dence for this opinion. Fifty-four, or 80.5 per cent, 
of the patients in the authors’ series had such recur- 
rence. 

The lesion is a rare one with a high mortality and 
morbidity. The authors quote Spitz as having 9.7 
per cent of 5-year survival, Zeisler as having no 5- 
year cures, and Pack and his associates as having 
17.7 per cent of 5-year survivals. The skin distribu- 
tion of the lesions in this series is very similar to that 
in other reports. In order of frequency the lesions 
are found in the lower extremity, the head and neck, 
the trunk, the upper extremity, and the eye. 

The histopathology of these lesions is discussed 
and well illustrated. Their origin is believed to be 
neurogenic by one group, and in the epidermis by 
another. The histologic difference between benign 
and malignant nevi depends entirely upon the size 
and shape of the cell and size of the nucleus and nu- 
cleolus. The classification of Allen is used. The 
lesion metastasizes by both the lymphatic stream 
and the blood stream. The more highly anaplastic 
the cellular structure is, the greater is the degree of 
malignancy and the earlier the metastasis occurs. 
Change in color, increase in size, inflammation, and 
ulceration are clinical evidence of malignant trans- 
formation in nevi. 

Radical surgery is necessary to eradicate the tu- 
mor. This should consist of wide excision of the local 
lesion, including wide removal of the skin and fascia, 
and radical excision of the regional lymph nodes. 
Meddlesome surgery converts a benign tumor into a 
malignant one. Local anesthesia, the cautery, elec- 
trocoagulation, radium, and roentgen ray treatment 
have no place in the management of malignant 
melanoma. Dona.p C. Geist, M.D. 


Sarcoma Following X-Ray Therapy for Graves’ 
Disease. P. H. Jayves and R. H. Date. Brit. J. 
Plast. Surg., 1951, 4: 147. 


Squamous cell carcinomas are well known compli- 
cations of irradiation burns of the skin. The appear- 
ance of sarcoma is rare. The case of a 61 year old 
woman who had sarcoma of the neck 30 years after 
she had received x-ray therapy for the treatment of 




















Graves’ Disease is reported from the Jaw Injuries 
Center, East Grinstead, England. 

The patient first noticed a lump above the sternal 
notch within the area of burned skin 29 years after 
the original irradiation. This lump increased in size, 
the skin over it broke down, and an ulcer developed. 
The entire irradiated area, including the tumor, was 
excised. Pathologically, this lesion was described as 
a sarcoma with uniform structure, the cells compos- 
ing it being spindle-celled in shape. Sixteen months 
after the operation the patient was in excellent health 
and showed no evidence of local or metastatic spread. 

It is emphasized that spindle-celled sarcoma super- 
vening upon chronic x-ray dermatitis is a rare condi- 
tion. It has been shown that sarcoma is more likely 
to occur after the irradiation of chronically inflamed 
tissue, as in lupus vulgaris. Curtis Artz, M.D. 


The Biology and Pathology of the Granulation 
Tissue in Reparative Surgery. BrEnsi6nN GoL- 
DENBERG. Plast. & Reconstr. Surg., 1951, 8: 29. 


This article deals at length with the many factors 
affecting the process of repair by granulation tissue. 
Under the introductory section on general considera- 
-tions the author lists, and discourses on, many funda- 
mental precepts. The process of restoration has no 
predetermined end, for, as Leriche has put it, “our 
tissues ignore us.”’ Cellular differentiation has an in- 
verse relationship to the capacity for proliferation 
and morphogenesis; as tissues and cells specialize 
their function, their restorative potential diminishes. 
Repair takes place in connective tissue. This latter 
tissue is restored by connective tissue, while epithe- 
lial tissue regenerates from epithelium. The growth 
capacity of granulation tissue is infinite whereas that 
of epidermis is limited. Nature heals wounds spon- 
taneously, in consequence of which the artificial func- 
tion of the physician should be limited to placing the 
tissue in a condition that favors nature’s work. The 
fate of scar tissue cannot be foreseen. 

In the process of repair a dissimilative phase (in 
which four layers can be distinguished from the cen- 
ter towards the periphery: the coagulated fibrin 
layer, the liquid or proteolytic layer, the layer of 
serous inhibition and cellular liberation, and the lay- 
er of hyperemia and diapedesis of leucocytes) is fol- 
lowed by an assimilative one consisting of vascular 
neoformation, fibrogenesis, and epithelial covering. 

The basic unit in granulation is a central arteriole 
with embryonic walls, which divides itself into capil- 
laries that penetrate to the layer of cellular libera- 
tion. There exists between the blood vessels a spongy 
cell network of mesenchymatic cells. Granulation 
tissue, exposed as it is to many irritants, appears as 
if constantly inflamed. The author quotes Hueck: 
“Granulation tissue is the morphologic expression of 
a unit composed by the elements of inflammation.” 
As granulation tissue matures, the delicate fibrils laid 
down within the spongy network thicken and become 
the collagen fiber of adult connective tissue. Thus 
the initial tissue rich in cells and vessels becomes 
poor in cells and vessels but rich in fibers. 
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Among the factors influencing raw surface granula- 
tions unfavorably are the following: increasing 
dimension of.the loss of substance; mechanical fac- 
tors such as the undue pressure caused by hematoma 
or a too tight dressing; granulation overlapping the 
epidermic level; vascular factors such as edema, sta- 
sis, ischemia; lack of ascorbic acid; hypoproteinemia; 
infections; anemia; and various neurotrophic fac- 
tors. In discussing granulation tissue deviations, 
especially those caused by foreign bodies, the author 
comments briefly on his experimental work, indicat- 
ing that cotton is less irritating than catgut, and that 
talcum powder on gloves can cause a foreign body 
granuloma which will interfere with healing. Clinical 
cases illustrating the relationship of granulation tis- 
sue to systemic conditions and to the application of 
skin grafts are cited. 

Surgical principles are elicited from the foregoing 
considerations and are summarized by the author. 

BENJAMIN F. Lounssury, M.D. 


EXPERIMENTAL SURGERY 


The Influence of STH, ACTH, and Cortisone upon 
Resistance to Infection. Hans SELYE. Canad. 
M. Ass. J., 1951, 64: 489. 

It has been established that toxic doses of ACTH 
and cortisone diminish resistance to infection, pos- 
sibly by inhibition of granuloma formation, a de- 
structive effect on lymphatic tissues, and by their 
general catabolic action. In all these effects it had 
been noted that the somatotropic hormone (STH) 
acts as an antagonist, and it is the purpose of this 
article to report upon experiments of this kind. 

In one group of rats given toxic doses of cortisone 
for 17 days, all died of multiple abscesses and lost a 
great deal of weight. A microscopic study of the 
lungs revealed the proliferation of numerous large 
microbial colonies with almost no surrounding con- 
nective tissue granuloma; similar colonies were 
found in the kidney, liver, and spleen. In another 
group given cortisone plus STH, all of the rats sur- 
vived and gained weight. These experiments were 
subsequently repeated, using ACTH instead of corti- 
sone, with essentially the-same results. 

The possible mechanisms responsible for these re- 
sults are suggested, and the author points out that 
the enhancement of encapsulation and the increase 
in intracellular spreading of fine particles by STH 
may both play a useful role in the defense against 
infection. It is tempting to determine whether STH 
could also combat infections in man, but such clini- 
cal investigations will have to be carried out with 
great caution because of the possible undesirable side 
effects of STH. Rosert Mayo TENERY, M.D. 


The Effect of ACTH and Cortisone on Wound Heal- 
ing. An Experimental Study. E. Merepita 
AtricH, JoHn P. Carter, and Epwin P. Leaman. 
An‘. Surg., 1951, 133: 783. 


This article is a report of an experimental study of 
the effect of ACTH and cortisone on wound healing. 
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The study was carried out on male albino rats of 
the Wistar strain of a known age. Under ether 
anesthesia and aseptic technique an abdominal in- 
cision was made through all layers of the wall and 
closed with two layers of cotton sutures. Five groups 
were used as follows: (1) controls, (2) controls with 
sodium chloride administration, (3) rats subjected to 
adrenalectomy, (4) rats given ACTH, and (s) rats 
given cortisone. The average tensile strength of the 
wounds was determined and _ histologic studies 
were made. 

Alterations of the tensile strength and histologic 
study of the wounds showed a definite delay in 
wound healing due to the reduced production of all 
mesenchymal cellular elements in repair. These re- 
sults corroborate previously reported experimental 
work as well as clinical reports of delayed wound 
healing in patients who were under treatment with 
these drugs. 

There were two new findings which will require 
further consideration and study: a “bush” type of 
architecture of newly formed capillaries and a new 
type of “foam cell.”” These findings were present 
only in the cortisone-treated wounds. 

Donatp C. Grist, M.D. 


The Effect of ACTH on the Survival of Homografts 
in Man. HAMILTON BAXTER, CARL SCHILLER, JOHN 
H. WHITESIDE, HERBERT LipsHuTz, and R. E. 
StraitH. Plast. & Reconstr. Surg., 1951, 7: 492. 


From clinical and experimental observations, skin 
homografting is not a procedure permitting per- 
manent survival of the foreign graft, at least not in 
any practical percentage of cases. The incompati- 
bility is explained by three theories: (1) the blood 
group theory, (2) the cellular theory, and (3) the 
active immunity theory. The latter is the most 
widely accepted. It is thought that the skin homo- 
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graft forms an antigen which evokes the production 
of antibodies by the host, and the graft is eventu ‘lly 
destroyed by the subsequent antigen-antibody re- 
sponse. Because of the known inhibition of tissue 
reaction to antigens and changes in antibody forma- 
tion caused by parenteral injections of ACTH and 
cortisone, ACTH was parenterally administered at 
various time intervals following the application of 
skin homografts in man. The length of survival of 
the epithelium of the homografts should be taken as 
the end-point since collagenous remnants of the der- 
mis frequently persist in some cases for long periods 
before final disintegration. 

Of the 3 patients on whom 4 homografts of skin 
were employed under ACTH therapy, the active im- 
munity theory received no support from the results 
obtained. It is suggested that new hypotheses 
should be formulated to explain the failure of per- ° 
manent take of homografts, so that experimental 
work from a quite different approach may be under- 
taken in an effort to solve this difficult problem. 

STEPHEN A. Z1EMAN, M.D. 


An Experimental Approach to the Homotransplant 
Problem in Plastic Surgery: The Use of Mul- 
tiple Donors. W. J. Dempster and BERNARD 
Lennox. Brit. J. Plast. Surg., 1951, 4: 81. 


In working on the solution of the problem of the 
nonsurvival of skin transplanted from man to man, 
the authors have carried out experiments on three 
sets (of eight) of unrelated rabbits in which they 
demonstrated and arrived at the following conclu- 
sions: (1) the death of homografts is due to an actives 
ly acquired immune reaction, and the survival of 
homografts may be promoted by measures designed 
to minimize this immune reaction; (2) the use of 
multiple donors prolongs the survival of skin homo 
grafts. W. FostER Montcomery, M.D. 





